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 Joreword_ 


Our times are characterized by the heavy, and insistent demands upon government 
for increased and improved public welfare services. State governments are faced with 
demands not only for increased facilities to care for more individuals but also for higher 
standards of care. Nowhere is this more apparent than with the state mental hospitals. 
To feed, clothe, house, and at the same time try to rehabilitate the ever-increasing 
number of mental patients is a major undertaking. The effective discharge of this im- 
portant social responsibility is utterly dependent on sound fiscal planning. Everybody 
agrees that the state should do whatever is necessary to secure healthful living condi- 
tions, a healthful diet, and competent care for the mentally ill and mentally handicapped. 
There is not the same unanimity on how all this can be provided. It is deceptively easy 
to say that all that is needed is more money. The practical question is how much money 
is needed and can that amount be made available. In essence then, we face a large and 
difficult budget problem. While there are never any easy budget problems, budgeting for 
mental hospitals presents particular difficulty, especially in these times of mounting 
costs. If we could know what price levels are to be encountered during our next fiscal 
period, fiscal planning would be simplified. But, even if such foreknowledge were possi- 
ble, it would be necessary to have the detailed and precise facts on current operations to 
use it effectively. Also, we find that we need precise facts in orderto determine whether 
faulty fiscal planning or some entirely different factor is responSible when standards of 
care at our institutions are inadequate or inadequately maintained. It is from the knowl- 
edge of existing conditions that we can hope to effectively plan new and additional facili- 
ties as well as to improve present operations. 

Believing that we might benefit from the experience of other states withsimilar 
problems, Illinois questioned the other forty-seven states on their cost estimates and 
their methods of planning budgets for mental hospital operations. We believed that an 
interchange of ideas on these problems would be mutually beneficial. This view received 
unanimous support, as witnessed by the fact that every state took the trouble to give care- 
ful and detailed reply to our comprehensive questionnaire. The questionnaire replies from 
all forty-eight states are embodied in this report. We all have known that the conditions 
and circumstances encountered in budgeting for mental hospitals are far from being 
identical from state to state. These variations are clearly revealed in the results of this 
survey. However, the basic similarities between the states on many aspects of the prob- 
lem are definitely noticeable. At the same time, the merits and demerits of the various 
methods for handling this or that part of the problem become quite apparent. From the 
whole, there emerges a sort of frame of reference that should prove useful to each state 
in evaluating its problem and its success in dealing with the problem. A single study of 
this sort cannot hope to provide any definite solution to the problem of budgeting for state 
mental hospitals. We do believe that this pooling of knowledge will suggest many ideas 
_. for improving budget planning, not only for mental hospitals but also for other types of 
state operated institutions, notably the correctional group. Finally, we hope that this 
presentation will promote further exchange of information and ideas between the states to 
the end that additional investigation and analysis will develop improved methods for fiscal 
planning and administration. 


; M,. A. SAUNDERS 
August, 1948 
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THE SIZE OF THe (7a 
FOR STATE GOVERNMENTS 


“Phere ate 559,000 
patients in the State 
Nental Nospitals. of 
the count 


THIS MEANS £ ee OF 263 © 


on out of every two hundred- 
re ike gone in a state mental hospital. 
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THIS IS | | 
—enough people to populate anenti 
city as large as NEW ORLEANS. 


THIS IS 


—as uch as the proposed str ~~ of 
our NAVY and MARINE CORPS per 


THE PROBLEM OF MENTAL HOSPITAL BUDGETS 
AND A PROGRAM FOR BUDGETING 


HE care of the mentally ill and mentally 

deficient has been left almost entirely to 

state government. Day in and day out, 
there are some 539,000 patients in state mental 
hospitals. At anaveragecost of $1.44 per day, 
this means that the states are spending 283 
millions each year on hospitalcare for mental 
patients. This large sum is required just to 
operate present hospital facilities. It does not 
take into account the millions needed for new 
hospital construction, nor does it include the 
cost of out-patient clinics and other activ- 
ities of the general preventive program for 
mental health. Authorities on mental health 
maintain that many more patients need hospi- 
talization than can now be accommodated. 
They also warn that mental and nervous dis- 
orders are becoming increasingly common. 
A higher prevalence of illness coupled with a 
greater general population will make future 
demands on the states even heavier than the 
current burden. As it is, we are having 
trouble in taking care of our present respon- 
sibilities. Those difficulties are demonstrated 
by the many problems encountered in making 
and administering budgets for operating our 
hospital programs. 

The problem in Illinois is rather typical 
of the problem in other states. [linois has 
difficulty in anticipating the future cost of 
operating its mental hospitals. So do the 
other forty-seven states. Illinois finds great 
variations inthe costs among its various 
mental hospitals. So do all the states with 
more than one hospital. Illinois lacksa clear- 
cut, effective scheme to obtain a full analysis 
of its hospital operating costs. So do almost 
all the states. These are some of the salient 
facts revealed in this survey of budget prac- 
tices and budget problems covering the forty- 
eight states. 

The survey was made by a mail question- 
naire addressed to the official in charge of 
the state budget. In the majority of instances 
the budget officer supervised the formulation 


of his state’s reply. In some cases the ques- 
tionnaire was referred to the operating head 
of the mental hospital system. One section 
of this report (pages 63-67) lists the state 
agency responsible for the mental hospital 
program and goes on to give the names and 
titles of the officials who contributed informa- 
tion. The fact that every state took pains to 
reply in detail on so many difficult questions 
demonstrates the universal interest and con- 
cern over the mental hospital problem. Valu- 
able information on many of thespecial budget 
problems can be found in the data and detailed 
comments that appear in the latter part of this 
report.* These indications of what the states 
think and what they are doing should stimulate, 
as well as help, the questioner to find his 
answer. 


PER CAPITA COSTS AND THEIR APPLICATION 


In any fiscal planning, the natural way to 
consider a cost problem is in terms of unit 
cost. For mental hospitals the basic unit is 
the patient. To compare one institution’s cost 
with another, per patient costs provide the 
simplest and easiest means of accurate com- 
parisons on operation. In estimating the total 
costs of future operation it is easiest to cal- 
culate per patient needs and apply this to an 
estimate ofthe future number of patients. 
What, then, is a reasonable per capita cost 
for maintaining a patient ata state mental 
institution? Should it be 50¢a day, $5.00a 
day, or the national averagef of $1.44 a day? 
This is the basic question to be answered by 
the mental hospital budget. 


*The section ‘‘FINDINGS’’ (page 15 ff.)contains a discussion 
summarizing the actual data assembled. This discussion is 
followed by tables presenting each state’s reply to the ques- 
tions and the particularized comments made in explanation 
of those replies. 

+ Based on data received from 46 states. See Tables. 


Even acasual inspection of the reported 
per capita costs demonstrates the absence of 
any particular figure that can be taken asa 
standard cost for the mental hospitals of the 
country. While one state with three hospitals 
has been able to confine the costs within a 
spread of seven cents, we find no comparable 
situation in any of the other forty-seven 
states. At the other extreme is a state with 
26 hospitals where the spread between the 
lowest and highest per capita cost is $15.13 
per day. Generally, the cost variation among 
hospitals of a particular state is even greater 
than among the forty-eight states themselves. 

When attention is confined tohospitals with 
over 4,000 patients there is more consistency 
in per capita costs than for any other particu- 
lar grouping of the hospitals. The spread be- 
tween low cost and high cost in the group is 
only one dollar per patient and quite naturally 
the average for the group is very near the 
national average for all hospitals. Some of 
the hospitals of moderate size havethe lowest 
per capita costs, but in the group itself, costs 
are evenly distributed along the entire scale 
from low to the very high. The highest costs 
are found in a group of twelve small special- 
ized hospitals each withless than 500 patients. 
All in all, there is no satisfactory way to ex- 
plain cost variation on the basis of hospital 
size, even when restricting attention to the 
hospitals of a single state. 

The skeptic may choose to believe that 
large cost differences between hospitals within 
the state merely show up poor administration. 
However, one need not look far to see that 
between hospitals there are intrinsic differ- 
ences which cannot be attributed to adminis - 
trative inefficiency. Obviously, some types of 
patients require more costly care than others. 
Just as obviously, no two hospitals are likely 
to have the same proportion of their patient 
population suffering from the same illness. 
In a large hospital system it is prudent to 
limit the costlier types of care to as few hos- 
pital facilities as possible so as to conserve 
specialized equipment and personnel. It is 
evident that a hospital giving extensive medi- 
caland other remedial treatmentto its patients 
will be far costlier than one where the patients 
receive little more than custodial care. 

While type of care accounts for the largest 
cost differentials between hospitals, there are 
other important contributing factors. An ob- 


vious one is the relative efficiency of physical 
plant. Plant efficiency at many institutions is 
impaired not just by obsolescence, but by the 
added hazard of overcrowding. Then, too, 
just like the ordinary household, every insti- 
tution has its own housekeeping problem. The 
institution that produces an important part of 
its food requirements presents quite a differ- 
ent cost picture from one that can produce 
little of what it uses. Other factors, such as 
distance fram major markets and major pro- 
ducing areas, contribute to price differentials 
that greatly affect costs. Since there are these 
intrinsic and natural differences among hos- 
pitals, no particular virtue can attach to an 
institution or group of institutions just because 
the per capita cost figure is at the national 
average. The average merely furnishes a 
convenient bench mark. Each state must 
judge its hospital costs in terms of 

a) the standards of patient care that 

are required by its mental hospi- 
tal program, and 

b) the efficiency with which its insti- 

tutions are operated. 

Even though it is natural that per capita 
costs vary considerably from hospital to hos- 
pital, might we not expect a close agreement 
among state-wide average costs? After all, 
the state-wide problem of mental care should 
be quite comparable from statetostate. How- 
ever, the survey shows that the state-wide 
averages nowrun from a low of 70¢ per day to 
a high of $1.90, while the national average is 
at $1.44. These variations cannot be explained 
away by the assertion that the states have cal- 
culated their costs indifferent ways. Thesur- 
vey reveals rather close agreement both as to 
method of calculation and as to the kind of 
items included in the operational cost of main- 
taining mental patients. Almost every state 
counts in all items of recurring expense and 
excludes non-recurring expenses, such as 
permanent improvements. Also, the states 
generally agree on using anaverage daily 
population as the measure of patient load. 

Since some states receive reimbursement 
for certain of its mental patients andothers do 
not, reimbursement practices could introduce 
discrepancies in the cost calculations from 
state to state. While paying patients in some 
states receive certain additional comforts, 
there is no evidence that this materially affects 
the average per capita cost of maintenance. 


If the cost of care for paying patients were ex- 
cluded from the total cost reported, there 
would be a decided distortion of the cost pic- 
ture. Fortunately forthe study, this is not the 
‘case because most states have reported the 
cost for all patients. Generally, the states 
simply consider reimbursements as general 
income. The states where the hospitals must 
depend on this income for part of their actual 
operating funds complain of the budget diffi- 
culties introduced by having to estimate future 
proceeds from paying patients. 

The state-to-state variation in per capita 
costs is more than can be 
ascribed to differences in 
geography, wealth, and 
other attributes ofthe state. 
While it is true that the 
highest costs are found in 
the North and Far West 
regions of the country, there 
is no regional pattern of 
cost for any of the nine 
regions of the country. Ac- 
tually, the real differences 
in cost from state to state 
depend onthe extent of each 
state’s program for mental 
patients and the standards 
employed in operating the 
_ program. 

Surveying the entire 
situation makes it clear 
that every institution needs 
an individual budget con- 
structed upon a full understanding of its spe- 
cialized circumstances. Those specialized 
circumstances and individual needs are readily 
described in terms of specific unit costs. Unit 
costs make it easy to calculate the aggregate 
expense to be covered in the budget. Simi- 
larly, a continual evaluation of the fiscal po- 
sition in terms of unit costs provides an 
effective tool for administering the budget. 


BIENNIUM 


THE PROBLEM OF PERSONAL SERVICES 


The largest part of the mental hospital 
budget goes for personal services.*It is hardly 


*Personal service costs and employee distribution for 
most of the states have been reported in the publication 
‘*State, County and City Mental Hospitals: 1946’’ released 
by the Bureau of the Census, Sept. 10, 1947. 
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surprising that the greatest cost variations 
among hospitals throughout the country 
occur in personal services. Standards for 
staffing, as well as salary scales, vary from 
state to state. A full study of this problem 
would entail gathering a large mass of data on 
job classifications and salaries, not only on 
hospital employment, but also on employment 
in other state services. The discussion here 
is limited to considering a few basic principles 
connected with budgeting salaries and wages. 
Budgeting forthe personal services re- 
quiredto operate mental hospitals is somewhat 
like budgeting fixed char- 
ges. Once the salary rates 
and the number of persons 
to be employed have been 
specifically decided upon, 
the amount that will be ex- 
pended is a foregone con- 
clusion as long as full staff 
is maintained. However, 
staff is seldom kept at full 
strength. Besides, the 
exigencies of operation 
often make it necessary to 
substitute one kind of em- 
ployee for another and to 
adjust in many other ways. 
In recent times staffing has 
been extremely difficult, 
both because of the general 
manpower shortage in all 
occupations and because 
governmentemployment 
has been less attractive than other means of 
earning a livelihood. As a result, expend- 
itures for personal services have often been 
less than the budgeted orappropriated 
amounts. These and many other situations 
arise that cannot be anticipated in the budget. 
Good fiscal administration requires anunder- 
standing of the extent and effect of all such 
situations before the end of the fiscal period. 
The Federal Bureau of the Budget has de- 
veloped a method for evaluating the personal 
service situation in Veterans Administration 
Hospitals that could be very useful to a state 
fiscal administrator. These Federal report- 
ing forms are reproduced in Appendix A, 
pages 70-77. The Federal ‘‘Statement of On- 
Duty Hospital Personnel’’ is ‘‘designed to 
show the personnel employed in the operation 
and maintenance of each facility and the ratios 


of the different classes of employees to the 
average daily load.’’* The statistical report is 
corstructed so that the inherent differences 
between institutions are readily distinguished. 
At the same time the form shows whether 
or not the various institutions are staffed up 
to standard (patient-load-per-employee). Of 
course, Veterans Administration facilities 
cover many more types of hospitals than are 
to be foundin a state mental hospital program. 
Nevertheless, ina state with several mental 
hospitals it should be recognized that require- 
ments atevery institution arefar from identi- 
cal. For example, the institution that takes 
care of only mental patients who are other- 
wise healthy will differ in its personnel needs 
from one that has a number of mental patients 
with a concurrent illness, such as tubercu- 
losis. Moreover, an institution which engages 
in the rehabilitation of mental patients requires 
certain types of personnel not used in a hospi- 
tal devoted just to custodial care of non- 
remediable patients. A state can therefore 
make excellent useof an analysis of personnel 
utilization along the lines of the scheme used 
for VA hospitals. 

The statistical reporting forms used by the 
Federal Bureau of the Budget require much 
detailed record-keeping before they can be 
filled out. The state hospital record-systems 
may not embrace all that detail and many 
states may not find it feasible to keeprecords 
elaborate enough for the Federal forms. In 
state mental hospitals, the largest segment of 
personal service expenditure is confined to 
three broad classes of personnel, namely, 
physicians, nurses, and attendants. With this 
in mind, a simplified form has been drawn up 
and presented in Appendix A, page 78. This 
form offers a means for comparing actual 
operations against the anticipations of the 
budget, both as to number of personnel and 
the actual expenditures for personal services. 
The unit for measuring the amount of person- 
nel (man-hours, man-days, etc) is a matter 
of individual preference.A report like this 
makes it relatively easy to interpret the sig- 
nificance of the usual accounting statement. 

Keeping informed on the basic elements of 
operations, as reflected in a reportof the sort 


*Bureau of the Budget, Executive Office of the President: 
‘Instructions for Preparation ofStatistical Reporting 
Forms for Federal Hospitals. April 1948.’’ 


described, is part and parcel of the job of 
administering the budget. The conscientious 
fiscal administrator wants to know whether the 
standards established in the budget plan are 
actually maintained. The prudent budget 
officer wants to have the same kind of basic 
facts before him when passing upon a new 
budget. Some basis is needed for estimating 
the cost of operating such new or additional 
facilities as may be requested. With every 
new budget it is almost inevitable that there 
will also be proposals for general pay in- 
creases and staffenlargements. By their very 
nature, budget justifications cite only facts that 
support the requests. Therefore, it is essen- 
tial to have independent factual information 
athand, if the budget officer is to make intel- 
ligent decisions on the problems that con- 
front him. 


COMMODITIES 


The particular problem that gave rise to 
this survey was budgeting for commodities. By 
commodities we mean all the food, fuel, cloth- 
ing, household needs, plant maintenance sup- 
plies, and the thousands of other items that are 
consumed in caring for the mental patient and 
operating the mental hospital. While the total 
cost of commodities for the institutions is not 
as great as for personal services, the charges 
for commodities form the next largest class 
of expenditure and contribute the greatest dif- 
ficulties in budgeting. To make a biennial 
budget for commodities means, in effect, that 
one simultaneously estimates the quantities to 
be used and the prices to be paid throughout a 
two-year period, long before that two-year 
period begins. On the face of it, there seems 
little to do except make a blind guess. Actu- 
ally, this is pretty much what is done. How- 
ever, there is growing realization that blind 
guesses tend only to compound the inherent 
troubles of keeping the institutions properly 
supplied. Controllers of fiscal policy are now 
requiring more precision in the formulation 
of budget plans. They insist first that all 
guesswork be reduced to the smallest pos- 
sible area, and second, that the guesses be 
informed forecasts rather than blind inspira- 
tions. This serves to make the budget a real- 
istic plan for future operations. Nobody can 


able at all times. 


_ predict exactly what price levels may prevail 


during the next fiscal period. At best, all that 
can be safely predicted are upper and lower 
limits to a general movement of prices. Also, 
wise planning does not count on just one event- 
uality. So it becomes advisable to construct a 
budget plan that will enable the operating ag- 
ency to successfully meet several different 
sets of conditions, any one of which may log- 
ically arise during the period for which plans 
are being made. 

How can the guesswork in budgeting for 


- commodities be reduced to a minimum? Most 


of the guesswork is replaced by knowledge 
when the facts on how commodities are being 
used and how much they cost are fully avail- 
For this there must bea 
comprehensive system of watching commodity 
consumption. The system ought to be based on 
acommon sense classification of the commod- 
ities in use. The ordinary state accounting 
procedures fail to produce quite the kind of 
information that is needed. The standard state 
accounting practice is designed to fit an aud- 
iting system whereby the state can be assured 


that funds are expended for the objects intended 
_ and in the manner specified bylaw. This gen- 
eral accounting system is quite cumbersome 
as it is, and, very likely, it would be completely 


unworkable if it were also to encompass cost 


accounting. A separate cost accounting system, 


or some workable approximation thereto, is 
essential if the mental hospitals are to have 


_ the facts on commodity consumption. 


The survey shows that many states have 


little factual information on their commodity 
consumption. This is clear fromthe many 

omissions tospecific survey questions on 
commodities and their costs. 


On the other 
side, there are several states that have par- 


ticularly well-conceived and well-developed 
systems for ascertaining their commodity 
- costs in full detail. Those states that have the 
facts on their commodity operations exhibit 
_ the best command over their institutional 
budget problems. This is particularly well 
illustrated by the manner in which the states 
handled the knottiest commodity problem of 
them all, namely, food. Food, of course, ac- 
counts for the largest part of commodity ex- 
pense. Any system that can cope with the com- 
_plexities of the food problem will also suffice 
for almost all other commodity problems. 


FOOD — THE MAJOR COMMODITY PROBLEM 


A system that furnishes consumption and 
cost information on food should be designed to 
meet the many complexities without being 
submerged ina vast amount of detail. Food 
procurement is quite complex under present 
operating practices. Generally, there are 
three distinct sources for procurement, name- 
ly, 

a) outright purchases, 

b) surplus commodities, and 

c) home production. 

The out-of-pocket expenditures for food vary 
according to how much or how little can be 
procured fromsurplus commodities and home 
production. 

SURPLUS COMMODITIES — Surplus com- 
modities are supplied without cost to thestate 
by the Federal government from its excess 
stocks of certain agricultural products bought 
to support farm prices. State institutions re- 
ceive such essentials as eggs, potatoes, and 
the like from this Federal surplus. The sur- 
plus commodities are very often looked upon 
as a windfall, above and beyond the normal 
supplies. Under such circumstances, there is 
a natural tendency for part of these unlooked- 
for supplies to be wasted. The possible waste 
has little implication in the problem of budget- 
ing. However, there are two important ways 
in which gifts of food distort the supply situa- 
tion and thereby affect budget requirements. 
First, the windfall may be used to raise the 
diet standards to a point unanticipated when 
budget requirements were set up. This has the 
effect of making acontinuing commitment to a 
costlier scale of operations without advance 
assent by those who must guard the purse- 
strings. Second, the receipt of the surplus 
gifts may conceal the fact that funds are in- 
sufficient to provide the full amount of food 
necessary. In this case, when the quantity of 
the gifts contracts, the administration may 
face an emergency which it is not prepared to 
meet. Either way,there is created a problem 
in preparing and administering the budget. 

Elementary prudence dictates that budget 
planning cannot be based on an assumption as 
to how much can be expected from surplus 


commodities. The budget should assume that 
the state will pay for everything that is needed. 
Therefore, it is incumbent upon the institutions 
to consider the value of the surplus commod- 
ities consumed as acharge against their allot- 
ments for food. This requires placing the 
market value on the gifts and counting them 
into operating costs. Only then is it possible 
to keep the true cost picture from being dis- 
torted by the many uncertainties that can be 
introduced by the windfalls from surplus com- 
modities. 

HOME PRODUCTION — The majority of 
institutions produce important amounts of food 
on their own farms and gardens. The kinds 
and amounts so produced vary greatly from 
institution to institution. For example, one 
institution may produce all of its own milk, 
while others produce little or none. In any 
event, the out-of-pocket expense for purchased 
milk, as opposed to home-produced, is quite 
different in character. The same is true for 
almost any other food that is home-produced. 
Farming conditions also vary widely from one 
institution to another. This whole situation 
contributes in avery important way to the dif- 
ferences in costs from institution to institution 
as already noted. The home production factor 
complicates the problem of gauging needs, 
even when only one institution is involved. 
Unless some device is used to isolate the op- 
eration of producing units from the ordinary 
institutional operations, the problems of man- 
agement and budget planning tend to become 
too complicated. 

It is for this reason that institutional farm 
operation is more and more being considered 
as a distinct enterprise instead of an integral 
part of the institutional operations. Under this 
system, the farming operation has its own 
budget and may even have a separate appro- 
priation. The institution is charged for the 
products it uses atthe going market prices 
and funds are transferred from the institution 
account to either a revolving fund for farm 
operations or back to the general revenue fund 
of the state. A system of this sort also helps 
to put a premium on efficient farm operations. 

There are some objections raised to the 
practice of putting farm operations on a busi- 
ness basis. One of the important considera- 
tions in having institutional farms is the 
therapeutic value of the work opportunities 
afforded the patients in farm work. While the 


use of patient labor makes the calculation of 
labor costs somewhat of a problem, that feature 
is relatively unimportant in comparison with 
the other administrative advantages in con- 
ducting the farm like a business. The same 
principles apply to some of the large scale 
processing operations, such as a and 
food canning. 

FOOD PURCHASING — Even though sur- 
plus commodities and home production supply 
important amounts of the food requirements, 
the primary problem with food is outright pur- 
chases. Most of the states have a central su- 
pervision over allinstitutional purchases. The 
majority of these states place the responsi- 
bility in the hands of astate purchasing agent. 
An effective state or institutional purchasing 
system utilizes aset of standard specifications 
for buying commodities. In addition, the pur- 
chasing department very oftentests for quality 
and correct measurements of the commodi- 
ties that are bought. This is motivated by the 
philosophy that the state should ‘‘get a dollar’s 
worth for every dollar spent.’’ 

Standards are particularly important for 
food because of the variety of ways it is sold, 
the great variations in its quality, and its gen- 
erally perishable nature. However, there are 
other very good reasons for applying standards 
to purchases. A very important consideration 
is the need of simplifying record-keeping on 
the handling and ultimate distribution of com- 
modities to the point of consumption. Inven- 
tory and consumption records tend to be un- 
manageable when the same commodities turn 
up ina great variety of package sizes. Fur- 
thermore, the mass processing methods 
employed in the institutions require uniformity 
of material for efficiency. For best operating 
procedure, the food obtained from surplus 
commodities and home production should be 
graded and priced according to the standards 
used on purchased food. 

While central purchasing of every item 
needed at the institutions looks logical, there 
are important practical considerations that 
make it also necessary for each institution 
itself to make some direct purchases. Per- 


ishable items which cannot be bought under — 


contract arrangements are often bought di- 
rectly by the institution. The same applies to 
emergency needs and miscellaneous small 
incidentals. Under a well-conducted central 
purchasing system, the direct purchases are 


made pursuant to an authorization issued by 
the central purchasing agent and a report is 
made to him of the quantity bought and price 
it carried. Such back-reporting is essential 
if the purchasing agent is to exercise policy 
control overall purchasing and keep informed 
on pricing. A central purchasing agent who 
keeps fully informed on prices can be of ines- 
timable help to the budget authorities. 


STORE REPORTS 


The stores system for supplies furnishes 
the real point of control over the commodity 
problem. In well-conducted institutional op- 
erations,all supplies pass through the stores 
andrecords are made thereto show the course 
of day-to-day operations. Efficient storekeep- 
ing collects the essential facts on commodi- 
ties needed for planning both the operations 
and the budget. The record-keeping system 
of the stores should embrace allof the follow- 
ing functions: 


1) Check the receipt of goods so as to 
authorize payment of invoices; 

2) Record allreceipts in terms of 
quantity and value for each of the 
procurement sources: purchases, 
surplus commodities and home 
production; 

3) Maintain a perpetual inventory of 
the supplies on hand by recording 
the quantities and value of all goods; 

4) Maintain records of issues to each 
of the points of consumption within 
the institution, together with sum- 
mary records showing distribution 
by major operational functions; and 

5) Make regular reports summarizing 
a) receipts according to their class - 
ification, b) inventory position, and 
c) consumption according to its dis- 
tribution. 


Even the most judicious system of store 
reports will contain more detail than is di- 
rectly useful in analyzing the institutional 
operations. It is, therefore, incumbent upon 
the institutional management to condense the 
detail into easily interpreted summaries of 
consumption and inventory position. The need 
for carefully summarizing the stores experi- 


ence is particularly necessary in the case of 
food with all its complexities of procurement 
and consumption. 


DIET STANDARDS 


The evaluation of food consumption must 
make use of record-keeping beyond what is 
carried on through storekeeping. The insti- 
tutions, almost without exception, keep records 
of the number of meals served. Coordinating 
the number of meals with the store report of 
issues over aperiod makes it possible to cal- 
culate meal costs. Also, meal records are 
very important for calculating the extent to 
which diet standards are maintained. The im- 
portance of diet standards in largescale feed- 
ing cannot be overemphasized. However, the 
survey failed to get much information on the 
subject. (Such information as was gathered 
has been summarized and evaluated by rec- 
ognized authorities on diet problems and is 
presented in Appendix B.) If failure to submit 
a diet schedule is any indication, there are 
many states that have overlooked the value of 
diet standards. 

Properly designed diet schedules are an 
indispensable tool in the administration of the 
hospital or hospital system and a primary aid 
in efficient budgeting. The way in which Rhode 
Islandemploys diet standards is a particularly 
good example of their usefulness. California, 
New York, New Jersey, and Pennsylvania 
also make excellent use of diet standards 
in both budgeting and operations. A proper 
diet plan takes into account the differ- 
ing needs of the persons fed by classifying 
them according to age, kind of activity or work 
performed, etc. The great importance of em- 
ployee maintenance is recognized by having 
specific standards for employee meals as well 
as for the various kinds of patients. The need 
to have diet standards for operating institu- 
tions is as obvious as the fact that a bottle-fed 
baby needs its milk compounded bya formula. 

The importance of diet standards for bud- 
geting is somewhat less obvious, but equally 
real. First of all, the budget is an instrument 
for executing policy. As such, the budget must 
make adequate provision for fulfilling what- 
ever policy may have been adopted for the 
fundamental job of providing food for institu- 
tions. The diet standard furnishes the yard- 


stick by which an effective budget plan can be 
laid out and the means of measuring the actual 
working of the plan. However, the mere pos- 
session of a diet standard does not guarantee 
the realization of the advantages just referred 
to. A number of states report that one of the 
important factors in their recently increased 
commodity expenditure has been diet improve- 
ment. Only a very few appearto know exactly 
how much of their increase was due to that 
improvement. Still fewer states were able to 
report that their budget had anticipated acost- 
lier diet standard. Unless the agency knows 
its costs, there is no way of anticipating the 
effect of improving standards. A large deficit 
in the commodity appropriation is easily pre- 
cipitated by a decision to improve diet stand- 
ards when no consideration or advance planning 
is given to the costs involved. Such decisions 
must be made a part of the budget plan. 


NEED FOR COMMODITY RECORDS 


All the complexities of the food problem 
can be reduced to manageable form when the 
operating agency avails itself of a system for 
knowing and measuring food consumption which 
will embrace all of the factors just discussed. 
The budget authority’s direct concern is only 
that the operating agency has sucha system, 
that it is functioning, and that budget requests 
can be backed up by precise facts available 
from the system. For budget purposes the 
following information should be available on 
food: 

1) The per capita cost of food con- 
sumption for each major type of 
patient and for the employee group; 

2) Thetotal value ofsupplies procured 
from each ofthe primary sources — 
outright purchases, surplus com- 
modities, and home production; 

3) The quantity and value of inventory 
for certain broad classes of goods 
(each class should also be evalu- 
ated as to how many day’s supply is 
on hand); and 

4) The quantity and value consumed 
from certain selected commodities 
which have great influence on the 
cost structure 


This sort of information provides a sound 
basis for constructing a budget and is invalu- 


able in interpreting budget requests. At the 
same time there is provided an effective means 
of administering the current budget with a full 
understanding of the fiscal position at all times. 
The per capita cost, as already brought out, 
can be simply extended to provide a reliable 
figure on total cost with assurance that there 
are no important unforeseen elements. 
data on how much of the supplies originate 
from the three independent sources provide 
the means of knowing actual out-of-pocket 
expense. The report on invento ry position 
provides the means for eliminating gross 
errors inthe computation of consumption. 


The © 


Recording the inventory position along with © 
data on operations can prevent the danger of — 


overdepletion of inventory and also prevent 


accumulation of inventory from being confused — 
with the recurrent expense of commodity con- | 


sumption. The information on consumption 
of selected commodities important to the cost 
structure furnishes basic data needed on prices 


and their effect. 
Procurement, consumption, and inventory 


information is just as necessary on other com- 
modities as on food. All regularly purchased 
commodities require cost controls similar to 
those discussed... The requirements for com- 
modities used sporadically need only to be 
considered as an aggregate. In general, com- 
modities other than food do not require as 
elaborate records because both procurement 
and consumptionare much simpler. Forthem, 
procurement is almost entirely confined to 
outright purchases. Information on commod- 


ities other than food may be streamlined so 


as to reflect only the aggregate per patient 
cost for the major operating functions at each 
institution. 

States with several institutions at times 
have had the commodity situation confused by 
indiscriminate transfers from one institution 
to another. Efficient procurement, inventory, 
and consumption record-keeping can readily 
take care of the necessary transfers without 
having them distort the true picture of costs 
and operations. Of course, good budget plan- 
ning and efficient operation tend to make 
transfers between institutions unnecessary. 

Well-kept records of commodity consump- 
tion will reflect the characteristics of the in- 
stitution and its operation. Analysis of the 
data makes it possible to give practical inter- 
pretation to the differences that exist among 


, the institutions within a state mental hospital 


system. Those data provide thestarting point 
for constructing the budget of each institution, 
and provide criteria for judging its adequacy. 


PRICES 


The current inflation of prices makes all 
our budget problems more acute and at the 
Same time tends to divert attention from im- 
portant, but seemingly unrelated, problems. 
This overshadowing alsoencourages the wish- 
ful thought that if we can just get bythe current 
price crisis, everything will beeasy. Actually, 
sound management can never afford to be- 
come complacent about prices. For this rea- 
son, measures for dealing with the price 
problem should not just be geared to crisis. 
The discussion here is intended to reflect the 
principles that will be useful and needed under 
any circumstances. 

The survey asked the states for the average 
prices paid over the three months of July to 
September, 1947 for certain food items. The 
replies clearly demonstrate the complexity of 
the price problem and the great concern over 
prices. The prices reported vary according 
to geographic area, but not just in the way one 


_ might expect. For instance, lower prices ought 


the institutions encounter. 


to prevail in areas that are closer to major 
marketing and producing centers. Apparently 
Minnesota is paying twenty-two percent more 
for flour than New Hampshire and California 
is paying thirty per cent more for dried peaches 
than Vermont. Actually, these peculiarities 
reflect differences in buying arrangements. 
The practice of buying under a quarterly or 
even yearly contract at a fixed price tends to 
make state purchase prices lag far behind the 
market at times. The comments of the states 
on prices clearly indicate that each institution 
as well as each state has its own price struct- 
ure, not quite duplicated elsewhere. 

It is apparent that the movements of the 
standard price indexes, s uch as the Bureau 


‘of Labor Statistics indexes of wholesale prices 


and retail prices, do not fully reflect the 
changing price situation that is encountered 
by the institutions. While the Bureau of Labor 
Statistics indexes are very useful for inter- 
preting the general situation, they represent 


quite a different pattern of buying than what 
The movement of 


institutional purchase prices tends to lag be- 
hind the market. Institution prices also in- 
clude variable transportation costs that are 
not reflected in market prices. Even more 
significantly, the institutions do not buy com- 
modities in the same proportions as presumed 
by the weighting factors used to compute the 
official price indexes. Actually, no two insti- 
tutions even in the same state are quite cer- 
tain of having their purchases distributed 
among the commodities in the same way. 
There is areal need for getting a measure 
of the average level of food prices, if weare to 
avoid being entrapped in the confusing variety 
of price situations encountered in supplying 
even a single institution. A simple way of 
measuring the situation is provided by an in- 
stitutional price index. An index summarizes 
the net effect of allthe prices used inits com- 
putation. Careful study of the cost and price 
structure for an institution will reveala group 
of items whose prices andconsumption largely 
determine the total costs. Such a study will 
also reveal the relative importance of those 
items. The calculation of a price index is then 
a matter of simple arithmetic and can easily 
be carried on by a good clerk. Possessing a 
price index that is calculated at regular inter- 
vals, management can readily note and inter- 
pret the possible effects of changing con- 
ditions. That kindof awareness makes it pos- 
sible to modify plans and policies before 
matters get out of hand. The ability to use 
the information to its best advantage further 
depends on maintaining a full interchange of 
information between the purchasing agent, the 
institution management, and those who plan 
the diet. Too often, these three work almost 
independently of each other and lose the ad- 
vantage of coordinating their activities. 


CONSTRUCTING THE BUDGET 


The construction. of a budget can be rela- _ 
tively simple when adequate per capita cost 
data on present operations anda price index 
are available. The per capitacost information 
has to be specific for each of the major as- 
pects of operations: 

1) Personal service costs at a speci- 

fied level of staff, 

2) Commodity costs ata specified level 


of prices defined in terms of the 
institutional price indexes , and 

3) Allother expenses that vary appre- 

ciably with patient load. 
With this, a tentative budget can be drawn up 
at any time from the actual experience. In 
other words, the actual experience can be ap- 
plied to a hypothetical patient load and price 
level. Such a tentative budget can take care 
of most of the mechanical details in the con- 
struction of the final budget. With the me- 
chanical details taken care of well in advance, 
the final budget can be made quickly after 
decisions have been made as to 

a) the level of operating standards to 

be maintained, 

b) the estimate of population, and 

c) the level of prices to be covered. 

This method reduces decisions on a final 
budget to the basic elements of policy deter- 
mination. 

The decision on price level is not neces- 
sarily a gambleon what future prices will ac- 
tually be. To illustrate, suppose that the level 
of prices in the base period corresponds to a 
level of 121 for the institutional price index. 
In view of the latest information on price 
trends suppose it appears reasonable to assume 
prices will average from 5 to 15 per cent 
higher than in the base period. So, we decide 
that reasonable provision for the future can be 
made by a budget based on a price index level 
of 136. Such a decision does not pretend that 
prices will behave just that way. It only spec- 
ifies a reasonable provision. If thereis great 
uncertainty about the future course of prices, 
additional provision can be made by setting up 
a contingency fund to be used when prices have 
risen too far beyond the anticipated levels. 
The price index then gives an objective justi- 
fication for authorizing the use of the contin- 
gency fund. 

A method of this kind can go far to bring 
fiscal supervision out ofan aura of conflicting 
conjectures into a realm of considered decision 
based on solid facts. Furthermore, the very 
existence of such a method of fiscal supervis - 
ion makes for restraint and prudence on the 
part of those engaged in the actual operations. 
This salutary effect is based onthe same 
principle as governs the use of a lifeguard at 
a bathing beach. The lifeguard seldom finds 
it necessary to more than call the bather’s 
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attention to the imminence of danger if a cer- 
tain course is too far pursued. The very 
presence of a guard is a reminder to be care- 
ful. 


GENERAL PRINCIPLES FOR BUDGETING 


The information on state hospital budget- 
ing which has come from the forty-eight states 
should suggest to any state a number of ways 
to improve its budgeting. Beyond that, the 
survey re-emphasizes the basic principle that 
budget problems go hand in hand with operating 
problems. To be successful, the budget must 
be based ona full recognition of the circum- 
stances and conditions facing the operating 
agency. Such recognition is notonly possible, 
but practicable, when the operating agency 
specifies its needs in terms of well-defined 
standards and bases its budget request ona 
specific plan of operation built upon a precise 
knowledge of the facts and circumstances 
governing operations. For this, the operating 
agency needs the following administrative 
aids: 

1) Operating standards for 
a) the personal care of patients, i.e. 
personnel quotas, and 
b) the diet of each important class 
of persons fed, employees as well 
as patients; 

Continuous analysis of the operating 
costs so that all major classes of 
recurrent expense are expressedon 
a per capita cost basis; and 

A records system on commodities 
that at all times reflects the situa- 
tion with respect to procurement, 
consumption, and prices. 

The operating agency which avails itself of 
these aids will have the essentials for 

1) Efficient and economical operation, 

2) Effective administration of the cur- 

rent budget, and 

3) Construction of the next budget. 
Budgeting is a continuous process, next year’s 
budget gradually developing out of the admin- 
istration of this year’s budget. In an efficient 
organization, the budget is a fiscal plan 
shaped to a plan of operations. Inthis con- 
nection, itis important to recognize that a 


2) 


3) 


budget is not a substitute for a plan of opera- 
tions. If operations are haphazard, there is 
little possibility of getting a realistic budget 
in the first place. Furthermore, it is a fore- 
gone conclusion that even the best planned 
budget will fail unless its administration is 
rooted in well-conceived operational plans. 

When operation is well-planned, it is di- 
rected toward specific goals. There is alsoa 
timetable for the goals being sought. This 
last is particularly important,because the 
budget must be geared to operations so that 
fiscal resources become available when, and 
if, needed. It is unrealistic to make budget 
provision for expenditures on a scale that has 
no chance of being attained during the fiscal 
period to becovered. For example, a hospital, 
or hospital system, might have as its ultimate 
goala particular ratio of physicians to patients, 
but knows that so many physicians cannot 
possibly be secured during the initial fiscal 
period. A timetable adjusted to the realities 
of the situation will schedule a series of suc- 
cessive goals until the ultimate is attained. 
Several states are doing just that in the cur- 
rent period of personnel shortages. 

There are some who take the position that 
any detailed concern over the mental hospital 
budgets is entirely unwarranted and unneces- 
sary. These individuals argue that the state 
is going to have to take care of all the mental 
patients anyway, and will have to spend what- 
ever that may cost. Therefore, they say, the 
legislature should appropriate whatever is 
requested without any further ado. While this 


a 
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view is inmany respects quite plausible, there 
are several irreconcilable inconsistencies in 
such a policy. Almost anyone will grant that 
everything possible should be done forthe un- 
fortunates who are wards of the state. At the 
Same time, the legislature and the state ad- 
ministration are mindful of their responsi- 
bility to provide enough to take care of the 
situation. But what guarantee is there that an 
appropriation is adequate unless there is a 
solid factual basis behind the request for 
funds? Also, is there a single state adminis- 
tration that has not pledged itself to economy 
and efficiency in government? How can 
economy and efficiency be secured in the ab- 
sence ofa realistic plan for utilizing the funds 
of the state? 

The executive budget is the primary tool 
of government for securing economy, effi- 
ciency, and adequacy in government services. 
The actual attainment of those objectives rests 
upon the operating agencies. The efficient 
agency will producethe desiredresults through 
a well-planned and well-executed program 
which is based on a full knowledge and under- 
standing of the problems in hand. The proof 
of efficiency and economy rests on the ability 
of the operating agency to demonstrate that its 
obligations for service have been fulfilled in 
accordance with a well-constructed and well- 
administered budget. The best hope of getting 
that kind of budget springs from a precise 
knowledge of all the essential facts. Therein 
lies the solution to the problem of budgeting 
for mental hospitals. 
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SUMMARY OF STATE PRACTICES AND THE DATA 


reproduced in Appendix C. The answers 
and information received from the forty- 
eight states have been tabulated and appear in 
the tables that follow this discussion. The 
table titles are phrased as questions and the 
answers bythe states are indicated in the body 
of the table. Space limitations and considera- 
_ tions for a logical presentation have dictateda 
_rewording and re-arrangement of the original 
- questions on the questionnaire. However, the 
_correspondence between questionnaire and 
tables should be quite evident. 
_ The mental hospital population of a given 
state is not a yardstick of mental illness but 
_ must be taken simply as a measure of the ex- 
a tent that hospitalization occupies in the state 
_ mental health program. The size of the hos- 
_ pital problem in each state is described bythe 
first table. The figures reported cover both 
the mentally ill and the mentally deficient. 
While in the country as a whole we find one 
_ state mental hospital patient among every 263 
inhabitants, wide departures from this ratio 
are found. One state has hospitalized as many 
as one out of every 152 inhabitants. At the 
_ other extreme is a state with only one patient 
_ out of every 753 inhabitants. Inthe latter state, 
_there are countyasylums which also take care 
_ of mental patients. 


Tes questionnaire used in the survey is 


ADMINISTRATIVE CONTROL OF HOSPITALS 


“ The individual differences of the states 
_ are emphasized in the many types of adminis - 
trative arrangements under which the mental 
q hospitals are operated. There are two basic 
types of administrative agencies for mental 
_ hospitals: 

a) the executive department as found 
4 in 20 states, and 
7 b) boards and commissions as found 
a in 28 states. 
Within each of these types we find further 
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variety in the kinds of responsibility delegated 
to the agency. In general, there are three 
patterns for the agencies: 

1) Agencies responsible for a general 
social welfare program administer 
83 mental hospitals in 12 states; 

2) Agencies responsible for operating 
a group of several types of state 
institutions administer 69 mental 
hospitals in 17 states; 

3) Agencies solely responsible for a 
state mental hygiene program ad- 
minister 109 mental hospitals in 19 
states. 

The number of states shown as belonging to 
each of these three patterns is only approxi- 
mate because the information at hand does not 
clearly indicate the full administrative organi- 
zation in each state. Also, there are some 
states whose organization is not fully covered 
by any one of these categories. 


APPROPRIATION PRACTICES 


The states further indicate their individu- 
ality by the way their appropriations run. 


Biennial Appropriations: 
ending June 30, 1948 3 states 
ending March 31, 1949 Be Tas 


ending May 31, 1949 1 
ending June 30, 1949 SRS 
ending August 31, 1949 aes 
ending September 30, 1949 ksate 
ending December 31,1948 1 ”’ 
40 states 
Annual Appropriations: 
ending June 30, 1948 7 states 
ending March 31, 1948 | ee 
8 states 


All told, 44 of the states make individual 
budgets for each hospital and 38 of these also 
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make separate appropriations to the hospitals. 
This means in effect that the overwhelming 
majority of the states find it advisable to give 
formal recognition to each institution by con- 
sidering each as amore orless separate 
operating unit. In a number of states separate 
institutional budgets and appropriations be- 
come rather meaningless because of the many 
transfers of goods and services, as well as 
funds, from one institution to another. As a 
result, it becomes difficult to assess each in- 
stitution’s actual cost of operation and the in- 
dividual budgets are more symbolic than real. 


COSTS OF MAINTENANCE—BASIS FOR 
THE REPORTS 


In some of its cost surveys on state insti- 
tutions the U. S. Department of Commerce* 
has tried to get comparability from state to 
state by asking that expenditures be reported 
in specific categories, such as ‘‘salaries and 
wages,’’ ‘*purchased provisions,’’ ‘‘fuel, light 
and water,’’ and ‘‘other maintenance.’’ The 
present survey has taken the other alternative 
of asking each state to report the figure that it 
considers as its per capitacost of maintenance 
and the elements of that cost. This required 
an additional series of questions to learn how 
the various expenses were charged and how 
the per capita costs were calculated. The re- 
plies showa great deal of agreement as to 
what should be considered as operating cost. 

Almost all states report that their cost 
figures 

a) include allitems of current expense, 

and 

b) exclude the cost of permanent im- 

provements of the plant. 
Over two-thirds of the states report that the 
replacement cost of equipment is included in 
their cost figures and 22 states also include 
the cost of special repairs and of making ad- 
ditions to present equipment. Considerable 
disagreement on how best to allocate the cost 
of equipment and special repairs is inevitable 
under government accounting practice. This 
will bethe case as long as governments do not 
adopt the business practice whereby depreci- 
ation charges are made against the aging of 
permanent equipment and plant. It might be 
*See U. S. Department of Commerce, Bureau of the Census, 


reports on mental institutions: Series P-85 No. 16 and 
Series MP No. 13. 


expected that the states which included equip- 
ment expense in their maintenance cost would 
have consistently higher per capita costs than 
the 26 states which excluded equipment in their 
calculations. Actually, the 26 states excluding 
equipment costs have a higher average cost 
than the others. However, it is likely that this — 
curious situation is largely due to the fact that — 
it was difficult to purchase enough equipment 
during the year 1946-47 to really affect the 
cost structure. Moreover, this group of 26 
states largely consists of the more populous 
states. In fact, the hospital population for that 
particular group of states amounted to almost 
60% of the mental hospital population in the 
country. Consequently, no valid conclusion can 
be drawn from these dataas to the actual effect 
of omitting the cost of equipment in calculating 
per capita costs. 

In order to learn ifreimbursements for the 
care of some of the patients had any effect on 
reported costs, the states were questioned on 
the point. The practices reported are sum- 
marized on page30and the pertinent comments 
of thirty-three states followon pages31-34. As 
far as the per capitacosts are concerned, re- 
imbursement had little or no effect on the fig- 
ures reported because receipts from reim- 
bursements are almost without exception taken 
into general income. It had been expected that 
some states might be excluding from their per 
capitacosts a part of the maintenance expense 
for patients on whom reimbursements were 
received. 

In considering per capitacosts it was also 
necessary to learn the population base em- 
ployed by each state. Almost all states figure 
their costs on the basis of average daily patient 
population. Thereis more disagreement as to 
what types of patients are to becounted. About — 
one-thirdof the states report that they countas 
part of the institutional population those who 
are receiving ‘‘out patient’’ care from the 
hospital. By and large, the method of counting 
population has not varied enough to render the 
reported per capita costs unsuitable for com- 
parison. 


COSTS OF MAINTENANCE — FINDINGS 


The 261 mental institutions have a total | 
population of 538,969. Individual hospital popu- © 
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lations run from as lowas 52 to ahigh of 8,737 
patients. Per capita costs also vary widely- 
one hospital reporting a daily cost of only 64 
_cents per patient as compared to $16.47 at the 
other extreme. Although per capita cost fig- 
_ ures were not available from 15 out of the 261 
_ hospitals, the inclusion of datafrom the miss- 
_ ing 15 could do nothing to simplify the confused 
_ pattern shown by the costs reported* The 
_ average-size hospital has a little over 1,800 
_ patients and the average cost for hospitals 
_ about that size is $1.26 per patient. Yet the 
_ average per patient cost for all the hospitals 
is $1.44. These disparities in the various 
d averages demonstrate that it is virtually im- 
possible to arrive at any good concept of what 
_ should be a standard per capita cost just in 
_ terms of hospitalsize. The greatest uniformity 
_to be observed among any group of hospitals 
4 over the country is among those with a patient 
_ population over 4,000. There are thirty such 
_ hospitals in thirteen states on which cost data 
were reported. The thirteen states are well 
_ scattered throughout the entire country. It is, 
_ therefore, interesting to observe that there is 
only one dollar’s difference between the low- 
_ est and highest costs reported, while the mid- 
_ dle cost for the group is $1.41, very near the 
_ nationwide average for all the reporting hos- 
_pitals. Again the geographic distribution of 
_ high and low cost hospitals in that group cor- 
_ responds to expectation with the lowest costs 
_ in the Deep South and the highest in the North. 
‘ The greatest cost spread, as well as the 
_highest costs, are reported in a group of 25 
_ hospitals, each with less than 500patients. In 
this group of 25 small hospitals there are 12 
_ that report a per capita cost of $2.00 or more. 
_ The entire group of hospitals having per pa- 

tient costs of over $2.00 a day (27 altogether) 
constitute quite a special class of institutions. 
New York has eight such hospitals and their 
high cost as compared to the other New York 
hospitals is due tolarger expenditures for 
personal services. Thetwo highest per capita 
costs are at the Psychopathic Hospital and the 


*Figures presented on pages 35-37 are not in every case 
identical with those reported by the state. Per capita costs 
that were reported on a weekly, monthly, or annual basis 
were adjusted to a per diem basis. The state wide averages 
were calculated from the figures reported for the individual 
hospitals by the following formula: weighted average equals 
the sum of the products of the individual hospital population 
times its per capita cost divided by the total state hospital 
population. 


Psychiatric Institute. Ohio has six hospitals 
in the high cost group and three of them are 
receiving hospitals. Nine other states were 
represented in the over $2.00 group. In some 
of them the high cost is due to a small patient 
load. This was true in Florida where the hos- 
pital had been in operation for a period ofa 
little over four months. In other states, the 
type of patient had a predominant influence on 
costs. Connecticut’s two high cost institutions 
were training schools. Illinois’ highest cost is 
ata hospital for thecriminally insane. Minne- 
sota’s school for the educable feeble minded is 
its smallest institution and falls in the costli- 
est group. Wisconsin has high costs at three 
of its five hospitals. This may be due to the 
fact that Wisconsin’s state mental hospital pro- 
gram covers a highly selected group. 

It is well to note that there areeleven 
states reporting a single hospital. Obviously, 
these eleven states have no opportunity to se- 
lect patients by type as is done for mental hos- 
pital programs in some of the larger states. 
The importance of this is emphasized by Dr. 
M. A. Tarumianz, of Delaware State Hospital, 
who writes: ‘‘Iwouldliketo emphasize the fact 
that the per capita cost of the acutely ill and 
convalescent cases is $5.50 per day. When 
suchcases are not considered in per capita 
cost, then we can expect thecost figure to drop 
from $2.10 per day to $1.65 per day.’’ 

Geographic location should, on the face of 
it, have an important bearing on the costs re- 
ported, but the results are somewhat incon- 
clusive. Over half of the hospitals are in the 
northeastern section of the country — in the 
New England, Middle Atlantic, and East North 
Central Regions. In this areathe average cost 
is above the national average. This is to be 
expected because the populous states have 
developed more elaborate programs with spe- 
cialized hospital facilities. Nevertheless, in 
this group of states, there are some hospitals 
whoseper diem costis as lowas or lowerthan 
in low cost hospitals of the regions where the 
average itself is low. The Mountainand Paci- 
fic sections of the country operate about 12% 
of the state mental hospitals. The average 
cost for this group of mental hospitals in the 
West is the same as the national average. 
About the only safe generalization is to observe 
that higher costs occur in those areas where 
they are best afforded, namely, the wealthier 
states of the North and the West. 
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COMMODITY COSTS 


The starting point for this survey of men- 
tal hospital budgeting was concern over com- 
modity costs in atime of rapidly rising prices. 
The price inflation has brought into sharp 
focus all the natural difficulties in arriving at 
sound estimates of the funds needed for com- 
modities at state mental hospitals. 
gation has shown that an interpretation of the 
commodity problem could hardly be made 
without considering its relation to the entire 
budget problem. Accordingly, this study has 
been directed at the entire problem, but with 
a special and detailed emphasis on commodi- 
ties. 

A mental hospital budget may or may not 
carrya specific allocation for commodities as 
such. In any event, the budget cannot be con- 
structed without making a decision on how 
much is to be allowed for the purchase of 
commodities because of the large proportion 
of total operating expense that is incurred by 
commodity purchases. A decision on how 
much to set aside for future purchases of 
commodities is complicated by having to an- 
ticipate future operating conditions as well as 
the effect offuture prices. These andthe many 
other problems on commodities made it nec- 
essary to ask the states in detail about their 
methods for estimating commodity needs and 
their methods of commodity procurement. 

Answers to the question on how commodi- 
ties are purchased revealed that the states 
quite generally have a centralized procurement 
scheme for institutional buying.* Only four 
states reported each institution as doing its 
buying on an individual basis. (Two of these 
states have only one institution, another has 
two, and the remaining state has three mental 
hospitals.) The replies do not clearly indicate 
the extent to which centralized supervision 
over purchases actually exists or is exercised. 
It appears that most of the replies attempt to 
give an idea of the actual purchasing practice 
rather than just the formal basis of procure- 
ment. This is evident from the fact that cer- 
tain states, whose law requires all purchases 
(aggregating more than a trivial amount) be 


* For further information on the question, see COUNCIL OF 


STATE GOVERNMENTS publication BX-268 (May 1947) | 


**Purchasing by the States."” 
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made through and bya state purchasing agent, 
have indicated that some purchasing is done 
directly by the institution. This reflects a 
fairly common practice, dictated by practical 
necessity, whereby the managing officer gets 
authorization to act for thecentral purchasing © 
agent in certain circumstances. All in all, the | 
variations in purchasing policy among the > 
states do not appear sufficient to preclude state | 


to state price comparisons. 

A further indication of whether price com- 
parisons would be feasible was sought by the © 
question which asked the kind of price level 
assumed when the state took occasion to esti- 
mate its commodity prices. Here the replies 
prove quite inconclusive. Fifteen states con- 
sider their buying to be at wholesale prices, 
while another fifteen project from their ‘‘own 
level.’’ Only six states derive their price 
estimates from cost accounting methods. The 
general conclusion from the entire group of 
answers is that the states are unable to defi- 
nitely associate their prices with specific 
price standards. 


FOOD PRICES 


The circumstances just described remove 
any cause for surprise when viewing the actual 
prices reported on certain food commodities, 
tabulated on pages 40 and 41. The wide varia- 
tion in prices to be observedthere arises from 
many factors. It is first necessary to caution 
the reader that the prices shown in the table 
are not verbatim quotations of what the states 
reported. The reported prices were expressed | 
for various units, particularly in the case of 
the perishables. One state reported lettuce 
prices by the pound, another by the crate. An 
attempt was made to prepare the table so that 
all prices would be properly related to the 
same unit of measurement. There is no way 
to know how successful this may have been. 

Direct state to state comparisons are the 
more uncertain because there is no way of 
knowing what quality grades were selected for 
purchase. The grade of certain foods varies 
even at just one institution because of what 
may or may not be available on the market at 
time of purchase. Although the question asked 
for average prices in the three month period 
from July to September 1947, it is known that 
not all prices there quoted actually represent 
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the market conditions of the period. This is 
because many states make a practice of buying 
-ertain items on a long-term contract at a 
fixed price. Note Massachusett’s comment on 
this point. 

a Recognizing that differences in contract 
policies, in packaging, in specifications, etc., 
can cause substantial price variations from 
State to state, one could well expect even 
greater differences in prices than those re- 
.ported by the 41 states supplying price infor- 
mation. Actually, it is not difficult to see that 
the states generally buy much the same type 
and quality of food for their hospitals. Also, 
the prices evidently range at a level some- 
where between retail and wholesale market 
prices. The general price variations over the 
country are quite in accord with what is to be 
expected. States near major markets or pro- 
ducing areas tend to buy at lower prices than 
states not so favorably situated. The range of 
prices reported on staples is much narrower 
than on fruits and vegetables. A surprising 
stability is evident in the meat prices reported. 
This may in part be ascribed to similarity in 
the grade and type of meat cuts used in insti- 
tutions coupled with the price standardization 
ofthe meat distribution system in the country. 

There is reason to believe that the food 
items on which prices were asked make up 
over half of the food cost at almost any of the 
state hospitals. (In Illinois these items make 
up 70 per cent of total food expense.) The 
question was limited to food because it ac- 
counts for the major portion of all commodity 
expense while at the same time food prices 
generally show greater variability than the 
prices of other commodities. 

Several states commented on the impor- 
tance of home produced meats, milk, vege- 
tables, etc., in the institutional food supply. 
Home production of food complicates the prob- 
lem of arriving at actual food costs, even ata 
single institution. It is always necessary to 
measure the effect of home production on total 
food requirements when a substantial part 
of the total annual requirements are met in 
this way. In a hospitalsystem there are never 
any two institutions that produce quite the same 
‘things or quite the same proportion of their 
needs. This makes it essentialthat some me- 
thod of pricing and charging for home produc - 
tion be adopted so as to fully evaluate the re- 
quirements for food procurement. Therefore, 


most of the states have a scheme for valuing 
their home production. As can be seen in 
Table 42, only six states do not price the prod- 
ucts from their institutional farms. More 
states (21)agree on assigning wholesale mar- 


_ ket prices to their production than on any other 


system of pricing. The comments demon- 
strate that there is real difficulty in assigning 
prices which will best reflect the value of in- 
stitutional production in the picture of opera- 
tions. 

There is asimilar problem for surplus 
commodities obtained gratis from the Federal 
government. Here we find less agreement on 
what the states do. Twelve states failed to 
reply to this question and sixteen answered 
‘*not priced.’’ The others use the same sort 
of pricing policy on surplus commodities as 
they use on the products from their farms. 


METHODS OF PROJECTING COMMODITY 
COSTS 


The primary method of almost every state 
in deciding upon a budget figure for commodi- 
ties is to take the past experience and make 
some sort of allowance for future price 
changes. Table 44 shows the base period em- 
ployed by each state in making its budget es- 
timates. A one year period is the preferred 
base in 19 states. The practices of the states 
are summarized on page 45 inthe notes and 
comments. From the comment, it is evident 
that rule-of-thumb methods for projecting 
costs are the most popular. Systematic me- 
thods are used in relatively few states. 

The majority of states report the use of 
some price index in making their estimates on 
what commodities. willcost them. Most of 
these states (23)use their own index ofprices, 
reflecting the general belief that the pricing of 
institutional commodities differs appreciably 
from the standard market indexes. Tenstates 
use the BLS indexes, mostly to interpret eco- 
nomic trends. They evidently agree with 
California in the observation: ‘‘We have found 
arather close correlation between state prices 
and the Bureau of Labor Statistics indexes.’’ 

The predominant position of food is evident 
throughout the commodity cost picture. 
Twenty-nine states report that their estimates 
for food are based on a regularly established 
diet schedule. States like Rhode Island, Penn- 
sylvania, California, New Jersey, and New 


20 


A Budget Surwey. of 


York make especially effective use of their 
diet standards for planning and administering 
their food budgets. As an incidental part of 
this survey, information was gathered on diets 
and diet schedules. Summaries and evalua- 
tions of this material are given in Appendix B. 
These evaluations were independently made by 
a professional nutritionist in each of the fol- 
lowing organizations: Illinois Department of 
Public Welfare, Illinois Department of Public 
Health, University of Illinois, and Iowa State 
College. The study of institutional diets clear- 
ly reveals that the important factor in selec- 
tion and cost of diet is the type of food con- 
sumer. The policy pursued withregard toem- 
ployee maintenance has a particularly impor- 
tant effect on the expenses incurred for food. 
This complicates the situation, because the 
cost of feeding employees is in effect a person- 
al service cost and is bound up inpersonnel ad- 
ministration policy. In the feeding of patients, 
there is fairly substantial agreement on diet- 
ary standards for each major type of patient 
according to his age, activity, and disability. 


RECENT EXPERIENCE WITH COMMODITY COSTS 


The states were asked to report their ex- 
perience in anticipating commodity costs with 
particular reference to food. Comparison 
was sought between the anticipation for 1947- 
48 as against 1946-47. The reports reflect 
the widely differing fiscal and operational 
policies pursued by the states. The answers 
were necessarily in so many different forms 
and represented so many different conditions 
that few reliable comparisons can be made 
from the figures reported other thanto show up 
the great variety of situations. Some states re- 
ported only biennial appropriation totals for 
their anticipated figure. Some states based 
the estimates reported on 1947 experience, 
others on 1945-46 etc. Such differences in 
the base periods among the states made it next 
to impossible to obtain comparable kinds of 
reports. With these limitations in mind it is, 
nevertheless, significant that almost every 
state reports a substantial percentage increase 
for commodities in 1947-48 over the preceding 
fiscal year. The percentage increases range 
from 6 to 64 per cent with a median of 29 per 
cent. 

During war time, standards of operation, 
particularly feeding, were somewhat abnormal 


as compared to peacetime. Also, in recent 
years there has been increased recognition of 


a needfor improving the institutional regimen. — 


As a result, it is apparent that after theWar, 
most states took occasion to improve their 
standards of operation as soon as sufficient 
goods became available. However, only eleven 
states reported that diet improvement actually 
increased their commodity costs. Of these 
eleven, only six went so far as to estimate 
what additional funds would be required to 
bring about that dietimprovement. Even more 
strangely, only five states reported that allow- 
ance had been made for a prospective increase 
in hospital population. Of these states only 
two undertook to explicitly estimate an addi- 
tional commodity expense because of the pros - 
pective population increase. The fact that this 
part of the question was unanswered by so 
many states is plausible evidence that a great 
many of the states are not prepared to make 
specific allowances for changes in total hospi- 
tal load. It is, of course, true that while there 
may be need tocare fora greater patient popu- 
lation, the present facilities in most states are 
already filled to overflowing. 

Twenty-three states were able to report 
a specific figure for the amount of increased 
expenditure anticipated for food. It is indica- 
tive of the differences in operating situations 
that such anticipation accounted for 17 to 86 
per cent of the total increases specified for 
commodities. Since food constitutes the 
greater part of commodity expense, it is natu- 


ral that the major share goes for food in- 


creases. 
A specific question was asked as to how 
great a part of allcommodities was estimated 


to be food. Among the states that made such > 


an estimate it was found that, on the average, 
54 percent of all commodity expense went for 
food. There is greater consistency about this 


than for any other data elicited by the survey, © 
because 24 out of the 33 states reported that © 


food represented no less than 47 per cent nor 
more than 63 percent of all commodity costs. 
It is likely that if all the states calculated 
their food costs so as to include the value of 
home production, there would be even closer 
agreement. 


PER PATIENT FOOD COSTS 


Since food is such a prominent factor in 
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needs in most states. 
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3 the institutional cost picture, a special attempt 
was made to arrive at per patient food costs 


and an evaluation of the figures reported. The 
per diem per patient food costs are presented 
in the table on page 55. This table makes it 
evident that the food costs reported do not 
necessarily cover the total consumption of 
food. Consequently, the figures reported can 
act as only approximate measures of total food 
Oftener than not,.the 
states do not include the value of their home 
produce and surplus commodities in calculat- 
ing the food cost figure. In all those cases 
the cost reported merely reflects the needs 
for outright purchases of food. 

The reported per diem food costs per 
patient range from a low of 25 cents to a high 
of 69.5 cents. The indicated failureto use uni- 
form methods of calculation makes valid com- 
parisons of these figures impossible. Also, 
it is to be recalled that the figures reported 
refer to the state’s current appropriation. 
Accordingly, the reported figures may some- 
times refer to one year and at other times to 
another year when prices and costs are en- 
tirely different. The only useful inferences 
from these data, then, are on the make-up of 
the reported costs. Twelve states indicated 
the amount of the food cost attributable to the 
value of home-produced food. We find that 
from 12 to 38 per cent of the total food cost 
is carried by home production. In addition, 
two states estimated the value of surplus 
commodities as part of the food cost. One of 
these states attributes 12.2 per cent to home 
produce and 3.5 percent to surplus commodi- 
ties. The other state attributes 13.0 per cent 
to home produce and 1.9 per cent to surplus 
commodities. The gist of the information on 
this question is that about three out of every 
five states budget on the basis of per capita 
food costs, but only two out of every five in- 
dicate they recognize that the value of home 
produce should be covered in food cost es- 
timates. Even fewer states seem to be able 
to report the value of home produce. Surplus 
commodities as afactor in food cost esti- 
mates gets only a token recognition. Never- 
theless, such information as is available in- 
dicates that surplus commodities and home 
production are far from negligible factors in 
the food cost situation. Because of this, it is 
essential to make precise provision for those 
factors if food costs are to be calculated on 
the basis of actual food consumption. 
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As a follow-up on the earlier question about 
anticipations for commodity cost increases, 
information was sought on the per patient in- 
creases allowed for food on a per diem basis. 
The results tabulated on page 56 show little 
that was not revealed bythe previous question 
covered in the table on page 51. The signifi- 
cant fact is that few states carry such infor- 
mation on a per patient basis. Because of the 
great amount of food used for employees, the 
tendency is to deal mainly with meal costs ir- 
respective of who eats the meal. While some 
states use per diem costs as a basis for mak- 
ing budget computations, they are very few in 
number. 

The tabular chart on pages 58-59 gives 
further evidence ofthe variability in individual 
hospital costs. Thechart covers the per diem 
food costs per patient at 154 hospitals. Al- 
though the states were requested to report on 
a per patient basis, in most cases the costs 
reported are costs per individual fed, where 
individuals include employees as well as 
patients. This makes state to state compari- 
sons somewhat hazardous except as to the 
variability shown in the separate hospital sys- 
tems. The fact that every state with more than 
one hospital shows up with quite a cost varia- 
tion among its hospitals again emphasizes the 
intrinsic differences between mental hospitals. 


SUMMARY 


The information gathered on the various 
aspects of mental hospital budgeting and ex- 
perience indicates that as yet no state has de- 
veloped a scheme for handling the problems 
in a way that is generally applicable. The es- 
sentials of the most effective plans appear to 
be the following: 

1) Have available at all times a pre- 
cise knowledge of current operating 
costs. 

Periodically revise estimations of 
future operating costs in the inter- 
est of effective budget administra- 
tion so as to be better prepared for 
making the next budget. 

3) Project cost estimations from a 
carefully selected base period that 
is representative of typical operat- 
ing conditions and circumstances. 
Make independent allowance for 
changes in standards and scope of 
program. 
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5) Make a decision as to what allow- 
ance should be made for changes in 
the price level. (Such a decision is 
preferably based on the latest price 
information and should be made as 
the final step in closing the budget 
preparation. This applies even 
when it is planned to take care of 
the effect of price changes entirely 
on a contingency basis.) 

In considering the results obtained from 
this survey itis found thatthe striking absence 
of information on some points is as important, 
if not more so, than the actual data collected. 
There is no escaping the impression that the 
states, as a rule,are poorly equipped with the 
kind of factual information needed tocope with 
the many difficult problems of budgeting for 


the mental hospitals. The states that keep up 
a continuous review of the essential features 
of current operations are not only best pre- 
pared for budgeting, but actually have the best 
budget plans. 

The ideas and information uncovered in 
this investigation are not new. The value of 
this study rests on how well it has placed the 
problems of budgeting in perspective and how 
far these often fragmentary results can be 
used in getting at the full situation. Finally, 
the sort of idea-interchange brought about by 
assembling the opinions of budget officials on 
their own immediate problems, offers stimu- 
lus, as well as suggestions for improving the 
effectiveness of mental hospital budgeting in 
particular and state budgeting in general. 


| 


; 
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te Mental Hospitals 


Fy THE NUMBER OF MENTAL PATIENTS IN STATE HOSPITALS COMPARED WITH 
THE STATE CIVILIAN POPULATION 


= 


State Civilian Number of Resident Population Ratio of Hospital 


STATE Population State Mental of Mental Hospitals** Residents to State 
in 1947* Hospitals Civilian Population 

1. New York 14,066,000 26 92,679 1 152 
7 Pennsylvania 10,267,000 21 42,174 1 243 
35 California 9,751,000 10 32,191 1 303 
4. Illinois 8,188,000 13 41,798 (a) 1 - 196 
5. Ohio 7,764,000 19 29,768 l 261 
6. Texas 7,044,000 8 16,858 1 418 
7. Michigan 6,238,000 11 21,770 1 287 
8. Massachusetts 4,713,000 15 27,992 iT 168 
29. New Jersey 4,391,000 7 15,587 1 282 
10. Indiana 3,856,000 8 12,827 1 301 
11. Missouri 3,852,000 6 10,542 l 365 
12. North Carolina 3,679,000 5 8,909 1 413 
23. Wisconsin 2,281,000 5 4,355 1 753 
14. Georgia 3,208,000 1 8,895 1 361 
15. Tennessee 3,073,000 4 6,843 1 - 449 
6. Virginia 2,475,000 6 11,324 l 263 
Minnesota 2,895,000 10 14,339 1 202 
. Alabama 2,817,000 3 6,834 1 412 
Kentucky 2,757,000 5 7,210 1 - 382 
Iowa 2,605,000 6 10,022 1 260 
Louisia ia 2,541,000 3 7,715 1 329 
Florid 2,346,000 3 6,184 l 379 

. Oklahoma 2,302,000 6 8,978 l 256 

. Washington 2,195,000 5 8,858 1 248 
Maryland 2,187,000 5 S517 1 257 
Mississippi 2,083,000 5! 4,792 1 435 
Connecticut 2,016,000 5 10,590 1 190 

. Kansas 1,903,000 3 §,075 | 315 
Arkansas 1,902,000 1 4,803 1 396 
South Carolina 1,897,000 2 5,805 l 322 
West Virginia 1,848,000 5 4,447 1 416 
Oregon 1,516,000 2 4,004 1 379 
Nebraska 1,299,000 4 5,886 1 22k 
Colorado 1,142,000 4 5,400 (b) 1 Blt 
Maine 910,000 3 ca ae l 241 

. Rhode Island 757,000 Ae | 2,970 1 255 
Arizona 649,000 1 1,255 1 517 
Utah 635,000 1 1,149 1 555 
South Dakota 561,000 i 1,651 1 340 
North Dakota 552,000 3 3,060 1 180 

4 New Hampshire 544,000 1 2,406 1 226 
42. New Mexico 541,000 1 963 1 562 
43. Montana 492,000 2 2,326 1 212 
44. Idaho 488,000 3 1,704 i! 286 
Vermont 364,000 l 1,083 1 336 

. Delaware 293,000 2 1,744 1 168 
Wyoming 270,000 ( 583 1 463 

. Nevada 139,000 1 S2ir 1 425 
TOTAL 141,793,000 261 538,969 l 263 


(a) Does not include Veterans Rehabilitation Center. 
(b) Does not include Denver Psychopathic Institute. 


**Population Estimates, July 1, 1947°’: Current Population Reports, Department of Commerce, 
Bureau of the Census, October 12, 1947. Series P-25, No. 4, 


** Population in hospitals for the mentally ill and mentally deficient in the latest fiscal year (see page 35.) 


Note: The District of Columbia is not included. 
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STATE 


NEW ENGLAND 
Maine 
New Hampshire 
Vermont 
Massachusetts 
Rhode Island 
Connecticut 


MIDDLE ATLANTIC 
New York 
New Jersey 
Pennsylvania 


EAST NORTH CENTRAL 
Ohio 
Indiana 
Illinois 
' Michigan 
Wisconsin 


WEST NORTH CENTRAL 
Minnesota 
Iowa 
Missouri 
North Dakota 
South Dakota 
Nebraska 
Kansas 


SOUTH ATLANTIC 
Delaware 
Maryland 
Virginia 
West Virginia 
North Carolina 
South Carolina 
Georgia 
Florida 


EAST SOUTH CENTRAL 
Kentucky 
Tennessee 
Alabama 
Mississippi 


WEST SOUTH CENTRAL 
Arkansas 
Louisiana 
Oklahoma 
Texas 


MOUNTAIN 
Montana 
Idaho 
Wyoming 
Colorado 
New Mexico 
Arizona 
Utah 
Nevada 


PACIFIC 
Washington 
Oregon 

_ California 


TOTAL 


Biennially 


~*~ > 
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Annually 
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Question: HOW DOES YOUR STATE MAKE ITS APPROPRIATIONS? 


Current appropriations run 


from to 


July 1, 1947—June 30, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 


April 1, 1947—Mar. 31, 
July 1, 1947—June 30, 
June 1, 1947—May 31, 


Jan. 1, 1947—Dec. 31, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 


July 1, 1947—June 30, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 
Jul 1, 1947—June 30, 
Ju 1, 1947~June 30, 
Jul 1. 1947~-Tune 30, 


July 1, 1947~—June 30, 
July 1, 1947—June 30, 
July 1, 1946—June 30, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 
July 1, 1947~—June 30, 
July 1, 1947—June 30, 


July 1, 1947—June 30, 
July 1, 1947—June 30, 
Oct. 1, 1947—Sept. 30, 
July 1, 1946—June 30, 


July 1, 1947—June 30, 
July 1, 1946—June 30, 
July 1, 1947—June 30, 
Sept. 1, 1947—Aug. 31, 


July 1, 1947—June 30, 
July 1, 1947—June 30, 
April 1, 1947—Mar. 31, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 


April 1, 1947—Mar. 31, 
July 1, 1947—June 30, 
July 1, 1947—June 30, 


1949 
1949 
1949 
1948 
1948 
1949 


1948 
1948 
1949 


1948 
1949 
1949 
1948 
1949 


1949 
1949 
1948 
1949 
1949 
1949 
1949 


1949 
1949 
1948 
1949 
1949 
1948 
1949 
1949 


1949 
1949 
1949 
1948 


1949 
1948 
1949 
1949 


1949 
1949 
1949 
1949 
1949 
1949 
1949 
1949 


1949 
1949 
1948 


NOTES 
AND 
COMMENT 


(a) Ohio: ‘‘Ohio isthe only state 
in which the fiscal year is the 
same as the calendar year.”’ 


(b) Michigan: ‘‘Due particularly 
to economic conditions, appro- 
priations have been made for one 
year only recently, and special 
session of the Legislature has 
been called to act on appropria- 
tions and other so-called emer- 
gency matters.”’ 


(c) Missouri: ‘** The funds pre- 
sented to the Legislature by the 
Governor are for a two-year 
period but the Legislature may 
appropriate for one or two years 
as it sees fit.” 


(d) Maryland: ‘‘ If approved by 
pending referendum, the 1950 
budget will be annual.”’ 


(e) Georgia: ‘““Current appro- 
priations run from July 1, 1943 
to June 30, 1944 and each and 
every fiscal year thereafter until 
repealed by law.”’ 


(f) Kentucky: ‘‘But the appro- 
priation for each year of the bi- 
ennial period is separate and 
there is no carry-over from one 
year to the next.”” 


(g) Alabama: ““‘We receivea 
check from the state of Alabama 
by the month. The appropriation 
is made on the basis per patient 
per week,”’ 


(h) California: ‘‘By constitution- 
al amendment in November 1946, 
the Legislature meets annually 
and budgets and appropriations 
are every year.” 


Question: Fox. 


NEW ENGLAND 
Maine 
New Hampshire 
Vermont 
Massachusetts 
Rhode Island 
Connecticut 


MIDDLE ATLANTIC 


New York 
New Jersey 
Pennsylvania 


EAST NORTH CENTRAL 


Ohio 
Indiana 
Illinois 
Michigan 
Wisconsin 


WEST NORTH CENTRAL 


Minnesota 
Iowa 
Missouri 
North Dakota 
South Dakota 
Nebraska 
Kansas 


SOUTH ATLANTIC 
Delaware 
Maryland 
Virginia 
West Virginia 
North Carolina 
South Carolina 
Georgia 
Florida 


EAST SOUTH CENTRAL 


Kentucky 
Tennessee 
Alabama 
Mississippi 


Arkansas 
Louisiana 
Oklahoma 
Texas 


MOUNTAIN 
Montana 
Idaho 
Wyoming 
Colorado 
New Mexico 
Arizona 
Utah 
Nevada 


PACIFIC 
' Washington 
Oregon 
California 


TOTAL 


WEST SOUTH CENTRAL 


State Mental Hospitals 
Ae aka Rt TS a} 


HOW DOES YOUR STATE HANDLE BUDGETS AND APPROPRIATIONS 
FOR STATE MENTAL HOSPITALS? © 


For each hospital For hospitals as iv i ag 
separately a group peyere as NOTES 
COMMENT 


(a) Wisconsin: *“‘Requests are 
made by institutions. Appropria- 
tions for allinstitutions are sup- 
ervised by Department of Public 
Welfare; they are made in alump 
sum to the Department and are 
used at institutions as deemed 
necessary by the Department.”’ 


x 
x 
x 
x 
Xx 
x 
x 


(b) Nebraska: ‘‘Allotment made 
by Department to each hospital."’ 


(c) Kentucky: “The appropriation 
for maintenance and operation is 
made in a lump sum for five in- 
stitutions without any breakdown 
as to institutions or classifica- 
tions."’ 


ms OO OM 


(d) Texas: ‘‘The Board of Control 
is the governing agency for all 
eleemosynary institutions. These 
include not only the mental hospi- 
tals but also various other insti- 
tutions. At present there are a 
total of twenty-five such institu- 
tions under the Board's direction, 
The Legislature has given the 
Board authority totransfer funds 
from one institution to another 
whenever necessary. This au- 
thority is sobroad thatineffect it 
amounts to alump sum appropri- 
ation to the Board forthe support 
of all institutions."’ 


~*~ mm M mM mK 
~ mm OM 


mm 
mm OX 
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Question: 


STATE 


NEW ENGLAND 
Maine 
New Hampshire 
Vermont 
Massachusetts 
Rhode Island 
Connecticut 


MIDDLE ATLANTIC 
New York 
New Jersey 
Pennsylvania 


EAST NORTH CENTRAL 
Ohio 
Indiana 
Illinois 
Michigan 
Wisconsin 


WEST NORTH CENTRAL 

Minnesota 
Iowa 
Missouri 

' North Dakota 
South Dakota 
Nebraska 
Kansas 


SOUTH ATLANTIC 
Delaware 
Maryland 
Virginia 
West Virginia 
North Carolina 
South Carolina 
Georgia 
Florida 


EAST SOUTH CENTRAL 
Kentucky 
Tennessee 
Alabama 
Mississippi 


WEST SOUTH CENTRAL 
Arkansas 
Louisiana 
Oklahoma 
Texas 


MOUNTAIN 
Montana 
Idaho 
Wyoming 
Colorado 
New Mexico 
Arizona 
Utah 
Nevada 


PACIFIC 
Washington 
Oregon 
California 


TOTAL 
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Do you divide 
total cost by 

average daily 
population? 


Yes No 


Yes No 
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Inside the 
institution ? 


No 
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Yes No 


Out- 


patients? 


Pe PS OS OOS 


mS SK OS OS 
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NOTES. 
AND 
COMMENT 


(a) New Hampshire: ‘‘ Patients 
on parole are excluded.’ 


(b) New York: ‘“‘Yes, those in 
boarding houses are excluded. 
Our Mental Hygiene Law de- 
scribesa paroleeas on ‘convales- 
cent status’. The answersto the 
question on patients in convales- 
cent care outside the institutions 
refers to paroled patients who 
are carried on the institution re- 
cords for one year after date of 
parole.’’ 


(c) Michigan: ‘** Yes, per capita 
cost is all on usage basis.”’ 


(d) Tennessee: *‘We do not have 
out patients.’’ 


(e) Alabama: ‘‘No, our appro- 
priation is based on the number 
of patients that are indigent on 
our books as of the last day of 
the month. We receive a check 
from the State by the month. Our 
appropriationis made on the 
basis per patient per week.”’ 


(f) Mississippi: ‘‘We do not use 
this system.”’ 


(g) Wyoming: “‘No, we divide 
total expenditures by total aver- 
age cost days.”’ 


(h) Nevada: ‘‘We do not have out 
patients,’’ 


(i) California: ‘‘Paroled patients, 
out-patients,and patients boarded 
out with families, are financed 
from appropriations other than 
State hospital support appropria- 
tions. Such costsare not re- 
flected in per capita costs.”’ 


of Budget Surwey. of 


HOW DO YOU CALCULATE PER CAPITA COST FOR MAINTENANCE 
-- AS TO POPULATION BASE? 


Does ‘‘average daily population’’ EXCLUDE 


Patients in convalescent care 
Outside the 
institution? 
Yes 


State Mental Hospitals 7 
; Question: HOW DO YOU CALCULATE PER CAPITA COST FOR MAINTENANCE 
-- AS TO CLASSES OF EXPENSE INCLUDED? 


Do your per capita cost figures include: 


Are you using 
Department of 


NOTES 
STATE Commerce operating improve- purchases? AND 
classification? expenses? ments? COMMENT 


No Yes No Yes No Yes No 


NEW ENGLAND 


Maine # = No answer on Department 
New Hampshire x of Commerce classifica- 
Vermont x tion (6 states). 
Massachusetts x 

Rhode Island x (a) Rhode Island:“Replacements.” 
Connecticut xX 


(b) NewJersey: “Replacements.” 
MIDDLE ATLANTIC 


(c) Pennsylvania: ““Excludes 


New York 2) we x allowance for depreciation. 
New Jersey oa ree xX nae ss 9 
Misbwelvenia tay x (d) Michigan: ‘‘Replacements. 


(e) Wisconsin: “Replacements.” 


ee CENTRAL (f) North Dakota: Replacements 


Ohio « P 

i ES : : aS . andcertain additional equipment. 
Illinois y x eae (g) Kansas: ‘* Replacements,”’ 
Michigan x x oe (d sé 9 
+ i ee x x . ) (h) Delaware: *‘Replacements. 


(i) Virginia: ‘*‘Replacements.’’ 


WEST NORTH CENTRAL 


(j) North Carolina: ‘‘Yes, when 


Minnesota xX >.< x P ‘ 

I # xX x equipment is purchased under the 
owa iennial mai budget.”” 
‘iiseouri xX X xX biennial maintenance budget. 
North Dakota x x x (k) Florida: ‘‘ Replacements. ”’ 
a eg : : bs x (1) Tennessee: ‘Most of these 
2 i a a Fa re items were paid from the Special 


Improvement Fund,’”’ 


SOUTH ATLANTIC (m) Alabama: ‘‘Yes, where paid 


Delaware io xX x for from weekly per capita costs.” 
x ee 7 
a hers a . x (n) Oklahoma: *‘Replacements. 
West Virginia Xx x x (0) Montana: ‘‘ Replacements, ’’ 
North Carolina xX x x ‘ y 
eet: Mokelinn # x x (p) Idaho: “Yes, minor, We made 
Pidaientn x x x no permanent improvements-- 
akin x x X nothing over $10,000.” 


(q) New Mexico: Yes, when in- 
EAST SOUTH CENTRAL cluded in maintenance costs. 


Kentucky 


T # : (r) Nevada: ‘‘Travel and trans- 
op ae x portation both are included in 
Se ated x their separate appropriations.” 


ai 


(s) Washington: ‘‘Replacements 
WEST SOUTH CENTRAL 


Arkansas x (t) California: ‘‘The Commerce 
Louisiana x Department reflects new equip- 

' Oklahoma x ment under expenditures for im- 
Texas . provements, whereas we charge 
new equipment to maintenance 

MOUNTAIN unless itis a major item or is 
Montana # x new or replacement construction. 
Idaho x For instance, if additional beds 
Wyoming : oe o* are requiredatthe existing plant, 
Colorado x by such purchases will be charged 
New Mexico x .. x to support. If, however, a new 
Avizonn Xx . x ward building were to be con- 
Utah x oe x structed, the initial equipment 
Nevada FP oe x would be charged to improve- 
ments. Repairs to facilities are 

PACIFIC normally included in maintenance 
Washington >.< costs. However, extraordinary 
Oregon x repairs or extensive maintenance 
California x items, which have been deferred 


fora long period of time, may be 
TOTAL # 6 classed as capital outlay.” 
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Question: HOW DO YOU CALCULATE PER CAPITA COST FOR MAINTENANCE 


ITEMS OF EXPENSE INCLUDED IN COST FOR MAINTENANCE 


salaries 
STATE and 


clothing | house- | medical, auto- | printing | rentals 
surgical, i i motive 
labora- 


wages 
tory etc. 


NEW ENGLAND 
Maine x * x 
New Hampshire x x x 
Vermont Xx x x 
Massachusetts x x x 
Rhode Island x x (a) 
Connecticut x x x 


MIDDLE ATLANTIC 
New York 
New Jersey 
Pennsylvania 


EAST NORTH CENTRAL 
Ohio 
Indiana 
Illinois 
Michigan 
Wisconsin 


WEST NORTH CENTRAL 
Minnesota 
Iowa 
Missouri 
North Dakota 
South Dakota 
Nebraska 
Kansas 


SOUTH ATLANTIC 
Delaware 
Maryland 
Virginia 
West Virginia 
North Carolina 
South Carolina 
Georgia 
Florida 


Pe Pee KO OO PS Pm PS PM DS PS OS mM OK OM ~*~ x 
PS PS PS PS PSS OO PS PS Pe PM DS OOK mS Oe OK OM ~ m 


Jt poe poccncee bata tte ta ms Pe PG Pe PS PS OO OM OM Pe Pe Pe OS PS PS OS mm OK OK om 


EAST SOUTH CENTRAL 
Kentucky 
Tennessee 
Alabama 
Mississippi 


WEST SOUTH CENTRAL 
Arkansas 
Louisiana 
Oklahoma 
Texas 


MOUNTAIN 
Montana 
Idaho 
Wyoming 
Colorado 
New Mexico 
Arizona 
Utah 
Nevada 


Pe Pe PS PS OS PS OKO mK mS PS PPS PS PS PS PS OOS mM PS PS PS OO OS PS PS OS OS ~ mS PS PSK OS OM 
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Washington . 
Oregon 
California 
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TOTAL 
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--AS TO SPECIFIC ITEMS OF EXPENSE INCLUDED? 


ITEMS OF EXPENSE (continued) 


Equipment 
ab mater- | building | replace-| addi- 
ial ment | tional 


Special STATE 


Repairs 


NEW ENGLAND 


x xX x x Maine 
x x x x New Hampshire 
x x ».4 BY Vermont 
x x x x Massachusetts 
ae ee ‘< xX Rhode Island 

x x* <e Connecticut 


MIDDLE ATLANTIC 
New York 
New Jersey 
Pennsylvania 


mm 


PPS PS OK PS mK 
mm mmm MS pong feo 


EAST NORTH CENTRAL 
Ohio 
Indiana 
Illinois 
Michigan 
Wisconsin 


WEST NORTH CENTRAL 
Minnesota 
lowa 
Missouri 
North Dakota 
South Dakota 
Nebraska 
Kansas 


SOUTH ATLANTIC 
Delaware 
Maryland 
Virginia 
West Virginia 
North Carolina 
South Carolina 
Georgia 
Florida 


EAST SOUTH CENTRAL 
Kentucky 
Tennessee 
Alabama 
Mississippi 


xo: 


WEST SOUTH CENTRAL 
Arkansas 
Louisiana 
Oklahoma 
Texas 


MOUNTAIN 
Montana 
Idaho 
Wyoming 
Colorado 
New Mexico 
Arizona 
Utah 
Nevada 


mS PS OK 
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Oregon 
California 
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NOTES 
AND 
COMMENT 


(a) Rhode Island: The state oper- 
ates one mental hospital, situated 


witha group of other state insti- 
tutions and serviced bya central 


power plant. Therefore noappro- 


priations are made for fuel and 
power. Also, we have consolidated 
repair services ina ‘Construction 
and Repair Unit’ which supervises 
or performs all major repairs. 
These costs are not part of the 
over-all per capita.” 


Michigan: “Includes insurance,” 


Wisconsin: “Includes occupational 
therapy, religion, and recreation.” 


Minnesota: ‘Includes bonds and 
insurance, freight and express, 
hospital care, stationery and of- 
fice supplies, non-state employee 
services, other contractual 
services.” 


Missouri: “Includes maintenance 
of grounds.”’ 


North Dakota: ‘‘Includes insur- 
ance and bonds, workmen's com- 
pensation insurance, Patients’ 
Welfare, occupational therapy.”’ 


South Dakota: ‘We include all 
expenses and expenditures ex- 
cept new buildings.”’ 


(b) North Carolina: ‘‘Items in 
permanent improvement appro- 
priation are not included in per 
capita cost computations.” 


South Carolina: ‘*Includes all 
maintenance items except those 
paid from special appropriation 
for Permanent Improvements.” 


Florida: ‘‘Includes all general 
maintenance costs, Cost of 
imaintenance and productive 
departments are distributed.”’ 


(c) Tennessee: ‘‘Most of these 
iteans were paid fromthe Special 
Improvement Fund.”’ 


Idaho: “Includes postage, 
freigiit, fidelity bonds, insurance 
premiiums, dues, subscriptions, 
irrigation charges and assess- 
ments..”’ 


Oregon: ‘‘Includes special re- 
pairs if maintenance items.” 


i ot Budget Surwey. of | 


Question: WHAT IS THE PRACTICE IN YOUR STATE WITH RESPECT TO 


Do Your Cost Figures Include 
Reimbursements from: 


Are Your Institutions Reimbursed? 


STATE Not at By local or county By paying local or county : 3 
° Yes 


Yes No Yes No Yes N 


No 


. 
. 
. 


* 


re PS Pe 


NEW ENGLAND 

Maine 

New Hampshire 

Vermont 

Massachusetts 

Rhode Island 

Connecticut 

MIDDLE ATLANTIC 
New York 
New Jersey 
Pennsylvania 

EAST NORTH CENTRAL 
Ohio 
Indiana 
Illinois 
Michigan 
Wisconsin 


WEST NORTH CENTRAL 
Minnesota 
Iowa 
Missouri 
North Dakota 
South Dakota 
Nebraska 
Kansas 


SOUTH ATLANTIC 
Delaware 
Maryland 
Virginia 
West Virginia 
North Carolina 
South Carolina 
Georgia 
Florida 


EAST SOUTH CENTRAL 
Kentucky 
Tennessee 
Alabama 
Mississippi 


WEST SOUTH CENTRAL 
Arkansas 
Louisiana 
Oklahoma 
Texas 


MOUNTAIN 
Montana 
Idaho 
Wyoming 
Colorado 
New Mexico 
Arizona 
Utah 
Nevada 


PACIFIC 
Washington 
Oregon 
California 


~*~  M 


TOTAL 
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REIMBURSEMENT FOR PATIENT CARE? 


NOTES AND COMMENT 


SUMMARY 


In general, the reimbursements did not 
appreciably affect the per capita costs reported. 
In some states reimbursements are paid into the 
General Fund and become another source of in- 
come for the state governments. Most states 
require some compensation for non-indigent 
patients but ten states commented that the total 
amounts of such reimbursement were small or 
even negligible. 


Payments made from individual patient ac- 
counts at the institution generally are not included 
as an institutional expenditure when the account 
is set up for the purchase of clothing, additional 
comforts, or extra medical care for the patient 
concerned, 


A number of states complain of the difficulty 
encountered in having to estimate the receipts 
from reimbursement before being able to determine 
the amount that will have to be appropriated. The 
best practice is to have all reimbursements paid 
into the General Fund without earmarking them 
specifically for institutional use. 


Many states feel that low charges make 
collections easier and actually have a greater 
total yield than charging the full cost of care to 
all patients who have the ability to pay the full 
amount. Some of the more populous states are 
required to obtain reimbursements from non- 
indigent patients. For this they have found it 
necessary to establish quite elaborate collection 
mechanisms and also have had to make careful 
cost studies in order to establish reliable per 
capita costs on which to base the rates of reim- 
bursement, 


Lessthan half of the states receive reimburse- 
ment from local or county governments. No specific 
mention is made in the comments as to receipts 
from any but county governments. The question- 
naire replies do not reflect what is done by local 
and county governments for mental patients because 
the question referred only tothe operation of state- 
owned facilities. In Wisconsin, for example, county 
governments operateasylums for the mentally ill. 


ee ——————————————  ———————————— 


THIRTY-THREE STATES COMMENTED ON THIS QUESTION AS FOLLOWS: 


Alabama: A small percentage of patients are pay 
patients. Payment for their board is so credited. 


Arizona: Estimated collections from patients are 
used as a base in applying for biennial appropri- 
ations from legislature. We are allowed touse our 
patients’ collections in operating the hospital. We 
have 275 patients paying maintenance. Patients’ 
collections for last fiscal year amount to $72,000. 


California: Relatives of patients may deposit with 
the superintendent of the institution funds to be 
held in trust for the purchase of miscellaneous 
items as desired by the patient, usually items of a 
personal nature. Such items may be clothing, 
miscellaneous foodstuffs, candies; but in the main, 
are minor in amount. In addition, considerable 
quantities of clothing are given to patients by 
relatives and societiesas gifts from time to time, 
which in the aggregate amount toa considerable 
part of the patients’ clothing needs. This results 
in State appropriations and costs for c lothing 
being at the minimum, since such donations, gifts, 
etc., are not recorded as operating expenses of 
the institutions. Special medical services, prin- 
cipally dental, are furnished patients at the expense 
of relatives andfriends. Such costs are not 


reflected in State per capita costs, but in the ag- 
gregate, the amount would not be significant. 


Colorado: The amount of income received from 
paying patients for the state of Colorado asa 
whole is very small. Inthe Mental Defective 
Homes at Ridge and Grand Junction, Colorado, 
this contribution amounts to approximately $1,000 
for each home. This in comparison to the total 
over-all cost as you canseehas very little signif- 
icance in determining the appropriation from 
general revenue. However, the Colorado State 
Hospital at Pueblo in which the population is much 
greater does receive considerable income from 
patients. During 1946 and 1947 thisaveraged 
$18,000 per month or a total of $216,000 for the 
fiscal year. 

While the per capita cost to the state in this 
Institution varies from $41 to $54 per person, we 
have found that setting too high a rate for those 
who can make some payment increases the diffi- 
culty of collection. Accordingly we have seta 
patient’s rate for those who can pay $30 per month 
and approximately 13% of the patients at the Colo- 
rado State Hospital have been able to pay for this 
charge. I might further state that the income to 
the Colorado State Hospital has varied and for the 
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Question: WHAT IS THE PRACTICE IN YOUR STATE WITH RESPECT TO 


NOTES AND COMMENT 


present biennium is up $4,000 per month due to 
some large payments that have beencollected with 
‘the help of the Attorney General's office from 
various estates, ab 


Connecticut: Partial reimbursement made to 
Department of Public Welfare ( reimbursement 
goes to General Fund), Contribution has no bear- 
ing on per capita cost. 


Delaware: During the last year we had an average 
of 300 paying patients, of which 115 paid the full 
cost ranging from $3.00 to $6.50 per day. The 
total income during the past year from paying 
patients was $177,776.09 whichis utilized for 
maintenance and care of the whole population. 


Florida: Hospitals maintained by State appropri- 
ations. Income from paying patients and from 
sales and services by the Hospitals is paid into 
State Treasurer and held available for use by Hos- 
pitals. We have few paying patients. 

Georgia: Entire cost paid by State. 

Idaho: All funds of whatever source are considered 
in operating expense. 


Illinois: Gifts from relatives of patients are not 
recorded as operating expenses of the institutions. 
Per capita cost figures reflect the amount paid by 
the State. 


Indiana: The counties reimburse the state for the 
clothing used by the patients whose families or 
estates do not pay for their support at the mental 
institutions. For such non-paying patients each 
institution compiles the costs of the clothing items 
used by each patient, and a statement is filed with 
the Treasurer of State. The Treasurer of State 
bills the counties for the total amount due and the 
money received is deposited in the General Fund. 
Those patients whose families or estates are. able 
to contribute to the support-of the inmate, not ex- 
ceeding five dollars per week, are requested to do 
so. .At the. time of admittance to the institution a 
questionnaire blank is sent tofamilies of all 
patients asking if they are able to contribute to 
their support, If the answer is in the negative, 
nothing further is done; however, upon the death of 
the patient the Attorney General's office notifies 
the county clerk of the patient’s death and an in- 
vestigation is made to see if he had an estate. If 
the deceased leaves an estate, a claim is filed by 
the Attorney General against the estate at the rate 


not exceeding five dollars for each week of the 
patient’s confinement at the institution. No county 
support is collected on paying patients. 


It can be seen that the reimbursements do not 
affect the appropriation for operations of the vari- 
ous state institutions but serve only as additional 
revenue to the General Fund. Due toa sliding 
scale on the amount of individual support received 
for the patients’ maintenance, it is very difficult 
to ascertain the number of paying patients. For 
the year 1945-46 the state received approximately 
$170,000 from the patients’ families and $393,000 
county support. 


Iowa: The state appropriates from the General 
Fund the necessary funds to operate the institu- 
tions and the amount paid back by local govern- 
ment and by patients or their guardians iscredited 
back to the State General Fund. 


Kansas: In relation to the amounts paid by the 
guardian or relative in Kansas, we have some 
patients designated as private patients who pay a 
fee of $5.00 per week for maintenance. These 
fees are credited to the institution’s fee fund and 
used for general operating expensesalong with any 
other fee collections they might have. 


The Legislature in making appropriations for 
the operation of our mental hospitals takes into 
consideration two factors: one, appropriations to 
be made from the state general fund; and, two, the 
appropriation to the institution of anymoneys it 
collects from private patients or the sale of live- 
stock or other commodities. In this connection 
the Legislature is guided by an estimate of the fee 
collections and expenditures to be madefrom fees. 
This estimate is furnished at the time budget 
materialis submitted by the individual institutions. 


Section 39-232 of the law provides recovery 
from patients able to payon basis of not to exceed 
$5.00 per week. Billings are made quarterly. 


Of the 1,845 total patient population at the 
Topeka State Hospital, 462 are deemed able to 
pay. Private patient payments are received 
regularly from 319, occasional payments from oer 
and no payments from 105. 


Kentucky: The mental institutions of Kentucky are 
maintained solely by the Commonwealth through 
appropriations made biennially by the General 
Assembly. This is all State money and local and 
county governments do not contribute anything in 
any way to the support of these institutions. The 


; 
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REIMBURSEMENT FOR PATIENT CARE? continued 


NOTES AND COMMENT 


only supplement to the State appropriation is from 
the payment of board for the maintenance of pa- 
tients by families who are able to pay and who are 
financially liable under our laws. The rate charged 
for the maintenance of a patient is $30.00 per month, 
and our collections from this source will run about 
$120,000.00 per year. This money is deposited in 
a revolving fund in the State Treasury and is sub- 
ject to use for maintenance and operating costs in 
addition to the Legislative appropriation. In some 
cases the families and relatives of patients fur- 
nish clothing, but this is not a requirement as the 
State provides all necessities, including food, 
clothing, shelter and medical care. 


Maine: Many patients are home furnished, 
Michigan: The county from which a commitment 
is made bears the cost of the patient for the first 
year; after that they become state charges. County 
payments together with that received from private 
patients, are credited to the general fund and do 
not affect appropriations. Reimbursement from 
counties and private patients totaled approximately 
$2,500,000 during the year 1946-47. 


Minnesota: Present law provides for charging 
families of mental patients who are financially 
able, $10 per month for the care of such patients; 
or the per capita cost if the patient has no depend- 
ents and his estate is able to pay. A ‘rider’ to the 
1947 Deferred Building Law further provides for 
the payment of $10 per month by the county from 
which the person is committed. No collections 
have as yet been made from the counties. First 
billings are as of January, 1948. 


Excepting income fromthe Swamp Land Trust 
Fund, all receipts of institutions and activities 
under the Division of Public Institutions, which 
are financed by Legislative appropriations, are 
deposited in the General Revenue Fund. Income 
from the Social Welfare, Diversified Labor, En- 
dowment Fund, etc., are credited to the individual 
institution accounts. 


Mississippi: Institutions are partially reimbursed 
by paying patients. The Legislature gaveauthority 
to charge patients. 


Missouri: Institutions are partially reimbursed — 
approximately 25%. Contributions received by the 
various institutions are deposited inthe state 
treasury for the credit of the respective institu- 
tion. These funds can be spent only in accordance 
with appropriations made by the Legislature, It is 


estimated thatthe total contributions for the fiscal 
year ending June 30, 1948 will amount to approx- 
imately $1,260,000. 


Nevada: All revenues coming from local govern- 
ments or paying patients go directly into the gen- 
eral fund of the state and do not affect the appro- 
priation for the hospital. The court committing the 
patient decides whether or not the patient is to be 
in indigent status and due to the complete lack of 
social workers in Nevada the large majority of 
patients are entered as indigents. Because any 
monies that arecollected are not available for use 
by the hospital, plus the fact that the appropriations 
committee never takes into consideration funds that 
have been collected when making appropriations, 
there is very little incentive to make financially 
capable patients pay for treatment. 


New Jersey: Counties contribute one half of per 
capita cost toward support of indigent patients. 
Few paying patients pay full rate. 


New Mexico: 
state sources. 


Cost is partly paid from other than 


New York: Responsible relatives and patients who 
are financially able are required to pay for main- 
tenance ina state mental institution. The great 
majority of the patients so paid forare in the state 
hospitals. There is very little reimbursement for 
care of mental defectives. 


A reimbursing agent and stenographer are 
assigned to each hospital from the central office 
of the Department of Mental Hygiene. It is the 
responsibility of the agent to determine the ability 
of the relatives or patient(through his committee) 
to pay for maintenance. 


Each year a basic rate is established by the 
Commissioner of Mental Hygiene, the Director of 
the Budget andthe Commissioner of Social Welfare. 
The rate is based on the expenditures for the pre- 
ceding fiscal year. The rate for the year April 1, 
1948 to March 31, 1949 is $75 per month. 


By correspondence with relatives and commit- 
tees, the agent ineach hospital determines the rate 
of reimbursement. His recommendations as to the 
rate for each patient, together with financial state- 
ments and other data, are reviewed by the central 
office staff. For about 2/3 of the patients paid for, 
the bills are prepared and records kept in the 
institutions. For the 12 smaller hospitals, the 
billing and record keeping is done by the central 
office with IBM equipment. Agents in the hospitals 


34 


ot Budget Suwey. of 


Question: 


WHAT IS THE PRACTICE IN YOUR STATE WITH RESPECT TO 
REIMBURSEMENT FOR PATIENT CARE? 


continued 


NOTES AND COMMENT 


on central billing are furnished witha statement 
of each account in their hospitals each month. 


There are approximately 22,000 patients for 
whom reimbursement is made. This represents 
about 25% of the hospital patients. In the fiscal 
year ended March 31, 1948, the total reimburse- 
ment was $6,244,000. Reimbursement receipts 
are transferred by the Department to the State 
Treasury and have no effect on either the appro- 
priation for institutions or the amounts available 
for expenditure. 


North Carolina: Counties reimburse the institu- 
tions forinebriates andcriminalinsane only. Non- 
indigent patients reimburse the institutions. 


Ohio: Some clothing is furnished by relatives. 
Only about 50 patients are on family care program. 


Oklahoma: Our group of mental hospitals collect 
about $58,000 annually from paid patients or their 
custodians or relatives. This charge cannot ex- 
ceed $25.00 per month but is only collected from 
families who are financially able to pay. There- 
fore, the hospital receives varied amounts based 
on ability to pay, but not to exceed $25.00 per 
month, In numerous cases no charge is made. 


The estimated amount of these fees is deducted 
from the budget request for mental institutions, 
and the appropriation is made for the difference. 
Patient fees are deposited in the institutional fee 
fund and used for general maintenance of the insti- 
tution. 


The Budget Office is recommending a change 
in this procedure to the next session of the Legis- 
lature to require these fees to be deposited in the 
Treasury, and the appropriation made to maintain 
the institution including an estimate of such fees 
in the appropriation. This recommendation will 
be made since the present procedure requires the 
institution to base its budget ona very unreliable 
source of revenue. 


Oregon: A charge of $25.00 per month is made 
for all insane and feebleminded patients. A charge 
of $65.00 per month is made for all tuberculosis 
patients. This amount is collected by the Board 
of Control from all those with the ability to pay. 
The amounts collected are turned into the General 
Fund from which appropriations are made. The 
amount of the collections does not in any way alter 
the per capita cost per day. 


Pennsylvania: Appropriations are made to the 


several hospitals fora biennial period by the Gen- 
eral Assembly. The patients in each hospital are 
classified as to their ability to pay into ‘full pay’, 
‘part pay’ and ‘indigent’ patients. All patients, how- 
ever, receive the same identical services and 
treatment. The total operating cost of each 
institution is computed monthly by including all 
items of cost except the addition of new capital 
equipment. The per capita daily cost for each 
month covering each hospital is then determined 
by dividing into the cost figure the total patient 
days for each month. Full pay patients are billed 
this full rate and part pay patients only sucha 
fraction thereof as the Credit Department has 


. previously determined they can pay. Such collect- 


ions are then returned to general unappropriated 
revenue of the Commonwealth and donot revert to 
the credit of each institution. 


Rhode Island: All payments received for board or 
care of patients are treated as general revenue of 
the state and have no bearing on the appropriation 
for, or expenditures of, the mental hospital. 


In the fiscal year 1947 the total collection for 
payment of board was $116,942. For the fiscal 
year 1946, collections were $108,047. There was 
an average of approximately 3,000 patients in the 
fiscal year 1947. There were 461 accounts on which 
some payment was made during 1947. 


South Carolina: We have a population today of 
5,020, of which only 60 are classed as paying pa- 
tients. For the first 9 months of the current year 
they have paid $24,058.48. All collections are to 
the General Fund of the State and are not to be 
added to our direct appropriation. 


Texas: Money received from patients’ board and 
treatment is deposited to the credit of each insti- 
tution’s local funds. These local funds are re- 
appropriated tothe institutions each year by the 
Legislature. Our total collections from pay patients 
for the fiscal year ended August 31, 1947, amounted 
to approximately $432,000.00 We have approxi- 
mately sixteen hundred (1600) pay patients in our 
institutions. 


Virginia: No legal requirement, negligible amount. 


Wyoming: At the time of Court Commitment, if the 
patients’ guardianor relatives are financially able 
to care for the patient, a price is set to be paid 
monthly. This amount is usually very small and 
these amounts are credited to the ‘‘Fund for In- 
sane’’ and used for maintenance purposes. 


; 


tate Mental Hospitals 


WHAT WERE THE PER CAPITA COSTS FOR MAINTENANCE IN YOUR 


Question: 


STATE 


NEW ENGLAND 
Maine 
_ New Hampshire 
Vermont 
Massachusetts 
Rhode Island 
___ Connecticut 
MIDDLE ATLANTIC 
3 New York 
New Jersey 
Pennsylvania 


EAST NORTH CENTRAL 


Ohio 
Indiana 

— Tllinois 

_ Michigan 
Wisconsin 


WEST NORTH CENTRAL 


Minnesota 
Iowa 
Missouri 
North Dakota 
South Dakota 
Nebraska 
Kansas 

SOUTH ATLANTIC 
Delaware 
Maryland 
Virginia 
West Virginia 
North Carolina 
South Carolina 
Georgia 
Florida 


EAST SOUTH CENTRAL 


Kentucky 
Tennessee 
Alabama 
Mississippi 


WEST SOUTH CENTRAL 


Arkansas 

Louisiana 
_ Oklahoma 

Texas 


MOUNTAIN 

3 Montana 
Idaho 
Wyoming 
Colorado 
New Mexico 
Arizona 
Utah 
Nevada 


PACIFIC 
Washington 
Oregon 
California 


B 


LATEST FISCAL YEAR? 


FIGURES FOR THE YEAR ENDING JUNE 30, 1947, WITH 
THE EXCEPTIONS AS NOTED, WERE: 


2,406 
1,083 
27,992 
2,970 
10,590 
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NOTES 
AND 
COMMENT 


(a) New Hampshire: ‘‘ Gross 


$1.90; net $1.70.”’ 


(b) Vermont: Year ending June 30, 
1946, 


(c) Rhode Island: “This per diem 
cost figure is only an estimate. 
Under our budgetary andaccount- 
ing system the cost ofall the heat 
and power forall our institutions 
is chargeable toa separate unit 
of the government, and the cost 
of all major repairs is charge- 
able to another unit. There is 
no accurate breakdown as to 
what portion of the services and 
expenditures can be attributable 
to the one mental hospital.’’ 


(d) New York: 
March 31, 1947. 


Year ending 


(e) Pennsylvania: Year ending 
May 31, 1947. 


(£f)Ohio: Year ending Dec.31, 1947. 


(g) Illinois: Does notinclude 
Veterans Rehabilitation Center. 


(h) North Dakota: ‘‘Information 


not available.”’ 


(i) Florida: Does notinclude 
Florida Farm Colony for Feeble- 
minded. 


(j) Alabama: Year ending Sept- 
ember 30, 1947. Average cost 
figure does not include Partlow 
State School. 


(k) Mississippi: 3 quarters end- 
ing March 31, 1948. Average 
cost for only one of the three 
hospitals. 


(1) Oklahoma: ‘‘Information not 


available.’’ 


(m) Texas: Year ending Aug. 31, 
1947, 
(n) Idaho: Biennium 1945-1947. 


(o) Wyoming: 2 quarters ending 
September 30, 1947. 


(p) Colorado: Does not include 
Denver Psychopathic Hospital. 


(q) Washington; 3 quarters end- 
ing December 31, 1947. 
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ot Budget Survey. of 


Question: 


HOW ARE COMMODITIES FOR YOUR MENTAL HOSPITALS PURCHASED? 


Central Department Each Both Central NOTES 
STATE State Purchasing Individual State Purchasing AND 
Purchasing Agent Institution Agent and COMMENT 


NEW ENGLAND 


Agent 


Institution 


Maine (a) New York: ‘‘Requirement 
New Hampshire lists for commodities are sub- 
_ Vermont mitted to the Division of Stand- 
Massachusetts ards and Purchase inthe Execu- 
Rhode Island tive Department. This Division 
Connecticut writes specifications, advertises 


MIDDLE ATLANTIC 


for bids, and lets contracts for 
supplying the requirements. 


New York When contracts cannot be let, 
New Jersey institutions are permitted to 
Pennsylvania make open market purchases 


EAST NORTH CENTRAL 


after obtaining three bids andap- 
proval ofthe proposed orders by 


Ohio the Division of Standards and 
Indiana Purchase. Bids are not required 
Illinois for open market purchases of 
Michigan less than $500.00."" 

Wisconsin 


WEST NORTH CENTRAL 


(b) New Jersey: “‘But perish- 
able food stuffs are under the 


Minnesota direction of the Central State 
Iowa Purchasing Agent.”’ 

Missouri 

North Dakota (c) Pennsylvania: ‘‘Each individ- 
South Dakota ualinstitution can purchase per- 
Nebraska ishable and emergency items.”’ 
Kansas 


SOUTH ATLANTIC 


(d) Ohio: ‘‘Eachindividual insti- 
tution can purchase for emer- 


Delaware gency up to $500.00.”’ 
Maryland 
Virginia (e) Missouri: ‘‘Under the di- 


West Virginia 
North Carolina 
South Carolina 


rection of the Central State Pur- 
chasing Agent except for emer- 
gencies,"’ 


Georgia 

Florida (f) North Dakota: ‘‘Small items 
are purchased by the institu- 

EAST SOUTH CENTRAL tions,” 

Kentucky 

Tennessee (g) North Carolina: ‘‘ Contracts 

Alabama are awarded by Central State 

Mississippi Agent; orders are placed by pur- 


WEST SOUTH CENTRAL 


cha sing agent of each institution. 


Arkansas (h) South Carolina: ‘‘In addition 
Louisiana to the Department Purchasing 
Oklahoma Agent, South Carolina Hospital 
Texas purchases supplies.” 
MOUNTAIN (i) Florida: ‘‘ Purchasing Agent 
Montana is employed by the Board of 
Idaho Commissioners of State institu- 
Wyoming tions.”’ 
= hava seh (j) Alabama: ‘‘Practically all of 
ew Mexico . 
oeliie the purcha sing for our three 
institutions is done by the 
on Steward,”’ 
Nevada A 
(k) Mississippi: ‘‘We have one 
PACIFIC purchasing agent for our three 
Washington mental institutions.’’ 
Oregon 
California (1) Arizona: ‘‘All purchasing is 
done by the institution.”’ 
TOTAL 


* For further information on the question, see COUNCIL OF STATE GOVERNMENTS publication BX-268 (May 9, 1947) ‘‘Purchasing by the States."’ 
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Question: WHAT PRICE LEVEL DO YOU USE IN ESTIMATING COMMODITY PRICES 


FOR BUDGET PURPOSES? 


PRICE LEVEL 
NOTES 
STATE Wholesale Between AND 
Retail and COMMENT 


Wholesale 


NEW ENGLAND 

; Maine 

| New Hampshire 
Vermont 
Massachusetts 
Rhode Island 
Connecticut 


MIDDLE ATLANTIC 
New York 
New Jersey 
Pennsylvania 


EAST NORTH CENTRAL 
Ohio 
Indiana 
Illinois 
Michigan § 
Wisconsin 


WEST NORTH CENTRAL 
Minnesota 

Iowa § 

Missouri § 

North Dakota 

South Dakota # 
Nebraska 

Kansas 


SOUTH ATLANTIC 
Delaware 
Maryland 
Virginia § 
West Virginia 
North Carolina 
South Carolina 
Georgia 
Florida § 


EAST SOUTH CENTRAL 
Kentucky 
Tennessee 
Alabama 
Mississippi 


8 states not in table total: 


Combination of 
methods(7 states). 


No answer (1 state), 


# 
WEST SOUTH CENTRAL 


Arkansas § (a) Arkansas: ‘‘A retail price 
Louisiana levelis used for farm production 
Oklahoma only.’’ 
Texas 
(b) California: ‘‘Soon after the 
MOUNTAIN callfor budgets goes out, the Di- 
Montana vision of Budgets and Accounts, 
Idaho State Department of Finance, 
Wyoming furnishes to state agencies a 
Colorado § preliminary forecast of popula- 
New Mexico tion and economic conditions in 
Arizona which the assumptions for budget 
Utah purposes in regard to price 
Nevada trends are set forth in broad 
terms,’’ 
PACIFIC 
Washington 
Oregon 
California 


; TOTAL § # 


Fe | ot Budget Sv urvey. of | 


Question: AVERAGE PRICES PAID FOR CERTAIN ESSENTIAL FOODS DURING THE 


DAIRY PRODUCTS FRUITS & VEGETABLES STAPLES 

: ; : 
STATE i a » » fs y fe v a - 2 ‘i 

g s3 2 3% : a ee er ce 

a= 2 vo $ wn a o 5 3 ~ o 6 oo 

ne es ° x 5 s 4 iG ee ae a 

ib) (1b lenae) feneel ie b) (tb) (ewt) (Ib) (ib) ewe) 

NEW ENGLAND 

Maine 35¢ =9$ 6.58 8¢ 16¢ $8.00 

New Hampshire 29 5.39 8 24 8.54 

Vermont 35 6.89 8 18 8.85 

Massachusetts 28 5.78 7 18 8.40 

Rhode Island - 5.50 8 16 8.40 

Connecticut 24 6.10 7 16 8.55 
MIDDLE ATLANTIC 

New York 23 5.90 7 18 8.78 

New Jersey 25 5.70 7 18 8.30 

Pennsylvania 33 6.23 ~ - 8.49 
EAST NORTH CENTRAL 

Ohio 23 6.50 7 ef 8.75 

Indiana 32 5.00 8 17 8.70 

Illinois 32 6.10 6 16 8.73 

Michigan 31 6.27 6 17 8.84 

Wisconsin 27 6.12 6 18 8.82 
WEST NORTH CENTRAL 

Minnesota 27 6.59 7 18 9.17 

Iowa 32 5.84 7 16 9.00 

Missouri # 

North Dakota 37 6.77 r 9 9.06 

South Dakota # 

Nebraska 23 5.45 7 16 8.96 

Kansas 33 9.20 - 18 9.15 
SOUTH ATLANTIC 

Delaware 32 7.90 9 20 8.85 

Maryland bee 6.25 7 17 8.34 

Virginia 28 6:10- "ds 17 9.80 

West Virginia 39 6.65 7 10 8.81 

North Carolina # 

South Carolina 29 5.69 - 23 8.59 

Georgia 19 5.89 8 18 8.39 

Florida - 5.76 9 21 8.72 
EAST SOUTH CENTRAL 

Kentucky # 

Tennessee 30 7,00; 10 12 9.00 

Alabama 19 6.00 9 18 8.75 

Mississippi 21 6.00: 10 23 8.50 
WEST SOUTH CENTRAL 

Arkansas 22 6.38 10 16 8.63 

Louisiana # 

Oklahoma 15 6.19 9 18 - 

Texas 24 - rf 17 - 
MOUNTAIN 

Montana 35 7.00 8 ~ 10.00 

. Idaho # 

Wyoming 44 - - 21 9.30 

Colorado 32 5.88 9 17 9.98 

New Mexico 44 5.71 8 22 9.50 

Arizona 36 6.40 11 16 9.00 

Utah 30 5.60 8 - 9.33 

Nevada 34 1:50 93 - 9.04 
PACIFIC 

Washington 37 ‘76°: 23 8.89 

Oregon # 

California 29 6.42 6 We 8.40 
POE DEICE: 15 5.00 8 > ee 
median price 30 6.12 8 17 8.81 
high price 44 9.20). 212 24 10.00 
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QUARTER JULY 1 TO SEPTEMBER 30, 1947. 


MEATS 
on 
2 wo Os NOTES 
4 5 uh 32 cuts particularly important in the usual diet STATE AND 
| ES a a Shao » COMMENT 
Be 8 £2 3S 
(lb) (1b) (1b) (1b) (1b) 
NEW ENGLAND # 
29¢ 55¢ 42¢ 35¢ mutton 14¢ ites % No answer (7 states). 
35 44 3% 331 New Hampshire Produced on hospital 
38 62 48 46 heifers 35¢ Vermont farm. 
34 52 41 42 beef boneless chuck 48¢; fores 35¢ Massachusetts met B ht by instituti 
33° = = 34 lamb 36¢; smoked shoulders 37¢; fowl 35¢ Rhode Island Paes ight ebsites 
: 35; 63. 38 - cow 32¢; steer 37¢ Connecticut Use of butterine pro- 
hibited by state laws 
MIDDLE ATLANTIC (8 states). 
we 57 - 36 45 New York 
38. .57 ey 48 New Jersey Massachusetts: Dried fruits were 
- - - ° 45 Pennsylvania bought on annual contracts dated 
Nov. 1, 1946; staple goods were 
EAST NORTH CENTRAL| bought on 6-months contracts 
ae. oe: 32 - beef carcass 28¢ Ohio : dated May 1, 1947. 
ae ote - 40 38 Indiana 
30 56 29- 42 Illinois New York: Most beef purchases 
36 60 40 28 Michigan consist of full carcass. Coffee 
44 68 48 - cows 34¢; steers 22¢*; cows 25¢* Wisconsin a ae ‘s ae bas gee cei 
ate has two roasting plants 
where coffee is roastedatapprox- 
WEST NORTH CENTRAL] "°°" er ee 
31 66 37 27 carcass 27¢; hindquarters 30¢; forequarters 26¢ Minnesota jrante Goat ct 90 re 
24 58 #38 #34 +#&«4xdbeef carcass 31¢ Iowa Wisconsin: Milk, blended for 
Missouri # dairy products, is $2.44 per cwt. 
aes ST - - beef carcass 34¢ North Dakota Fresh fruits and vegetables are 
South Dakota # bought locally. 
30 * * 30 liver 41¢; veal 37¢ Nebraska Mi ‘ Pa TSE. 
eeeoe a7 35. ‘carcass. 30¢ Kansas aang Hane Pie a pyecconnanr es 
? ,» and vege e 
SOUTH ATLANTIC products locally. Others produce 
38 8668 - - steers on hoof 25¢ Delaware sonal unis 
aa 256i: 27 - beef, commercial grade 31¢ Maryland Iowa: Most of the July-September 
a ee SS. se Virginia 1947 prices were covered by 
aa ee 96 = 23 West Virginia 3-month contracts beginning 
North Carolina # July 1. Butter price is based on 
ae <Ga - - cattle 39¢* South Carolina market prevailing at time of ship- 
- - Seay Georgia ment as shown on U. S. Dept. of 
= 48 o - beef carcass 26¢ Florida Agriculture Daily Market Report. 
Our contract varies from flat 
EAST SOUTH CENTRAL | Chicago price on day of shipment 
Kentucky # to 2.5¢ above Chicago price. 
- - Tennessee 
Se 55 <e 25 roast stew 40¢ iMiabaimn Nebraska: Dried Fruits, staple 
as 43 34 Mississippi goods, and meats are purchased 
quarterly on bids. We process 
WEST SOUTH CENTRAL] °Ur own pork products. Milk is 
23 «55 ae Ariansas bought for one institution only. 
Louisiana # South Carolina: We produce our 
ae 62. 61 31 beef carcass 27¢; beef chuck 35¢ Oklahoma own beef and milk requirements. 
= = = > bb cee Florida: No coffee was bought 
MOUNTAIN this quarter,due to previous large 
purchase of surplus property. 
42 62 48 29 liver 34¢ Montene 
Idaho # Texas: All beef, pork, flour and 
35 My 8 es Wyoming sugar bought on open market as 
23.52... 49 - full carcass B Grade 28¢; A Grade 34¢ Colorado requisitioned. Dairy products 
= * * - beef purchased, live weight 15¢ New Mexico and vegetables bought locally. 
33 - en Pe gig New Mexico: Dairy products, 
= = - 24 eggs,and pork furnished by hos- 
- - - - beef live weight 14¢ Nevada pital farm. 
PACIFIC Nevada: Dairy products all pro- 
34 62 46 30 mutton 15¢; fresh pork 44¢ Washington duced on our own farm. Approx- 
Oregon # imately 1/3 of meat served is 
28 ze OY California pork raised on our own farm. 
a. £6 27 (23 low price 
68. 39 33 ; median price 


44 #73 61 48 high price 
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Quaption: HOW DO YOU PRICE THE PRODUCTS FROM INSTITUTIONAL FARMS? 


PRICE LEVEL 


STATE Not Retail | Wholesale} Between Your Cost 
Priced Retail and| Own Accounting 
Wholesale | Level Methods 


NEW ENGLAND 
Maine 
New Hampshire 
Vermont 
Massachusetts 
Rhode Island 
Connecticut § 


MIDDLE ATLANTIC 
New York 
New Jersey 
Pennsylvania 


EAST NORTH CENTRAL 
Ohio 
Indiana 
Illinois § 
Michigan 
Wisconsin 


WEST NORTH CENTRAL 
Minnesota 
Iowa 
Missouri 
North Dakota 
South Dakota 
Nebraska 
Kansas 


SOUTH ATLANTIC 
Delaware 
Maryland 
Virginia 
West Virginia 
North Carolina 
South Carolina 
Georgia 
Florida § 


EAST SOUTH CENTRAL 
Kentucky 
Tennessee 
Alabama 
Mississippi 


WEST SOUTH CENTRAL 
Arkansas 
Louisiana 
Oklahoma 
Texas 


MOUNTAIN 
Montana § 
Idaho 
Wyoming # 
Colorado 
New Mexico 
Arizona 
Utah # 
Nevada 


PACIFIC 
Washington 
Oregon 
California 


TOTAL § # 


ee ee ee ee x ee 
i 


NOTES 
AND 
COMMENT 


6 states not in table total: 
Ye om blasiiee of 
methods(4 states). 


No answer (2 states), 


(a) New Hampshire: “Prices are 
from The Weekly Farm Bulletin 
issued by the State Board of Agri- 
culture,” 


(b) Connecticut: “Farm products 
are priced for cost accounting 
purposes. Surplus commodities 
are priced for budget control 
purposes but their value is not 
included in per capita costs.”’ 


(c) New York: ‘‘A committee | 
(representing the Division of 
Standards and Purchase, the Di- 
vision of the Budget, and the 
Departments operating farms ) 
fixes farm prices monthly, 
Prices on products such as milk 
and pork are priced atvery near 
the current wholesale price. 
Garden crops are priced far 
enough below market to compen- 
sate for their being run of the 
field and not graded.”’ 


(d) Pennsylvania: ‘‘Not priced. 
Home produced foods are 
charged to Dietary as they are 
delivered.”’ 


(e) Michigan: ‘*Prices on prod- 
ucts of institutional farms and 
surplus commodities are based 
on wholesale prices at time of 
usage. These prices are deter- 
mined by the Agriculture De- 
partment in cooperation with the 
buyer of food and agricultural 
products. On all farm items, a 
price list is sent to the institu- 
tions at the beginning of the 
month. Institutions are allowed 
to buy some perishable items or 
emergencies under purchasing 


(f) Virginia: ‘‘Prices are set by 
cost accounting methods,also by 
state budget authorities.”’ 


(g) Alabama: “We price all farm 
produce raised on our farm, but 
this costis not taken into consid- 
eration in our financial reports.”’ 
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Question: HOW DO YOU PRICE SURPLUS COMMODITIES? 


PRICE LEVEL 
NOTES 
Wholesal 
STATE olesale AND 
COMMENT 


NEW ENGLAND 
Maine # 
New Hampshire # 
Vermont 
Massachusetts 
| Rhode Island 
Connecticut 


MIDDLE ATLANTIC 
New York # 
New Jersey 
Pennsylvania 


EAST NORTH CENTRAL 


Ohio 

Indiana # 

Illinois 13 states not in table total: 
Michigan § 

Wisconsin Combination of 


methods (1 state). 


WEST NORTH CENTRAL # Noanswer (12 states). 


Minnesota 
Iowa ; (a) Iowa: ‘The cost of handling 
Missouri is included in per capita costs.”’ 


North Dakota 
South Dakota # 
Nebraska 
Kansas # 


(b) North Carolina: ‘* The cost 
of handling is included in per 
capita costs.”” 


SOUTH ATLANTIC 
Delaware 
Maryland 
Virginia 
West Virginia # 
North Carolina 
South Carolina 
Georgia 
Florida 


EAST SOUTH CENTRAL 
Kentucky : 
Tennessee 
Alabama # 
Mississippi 


WEST SOUTH CENTRAL 
Arkansas 
Louisiana 
Oklahoma 
Texas 


MOUNTAIN 
Montana § 
Idaho 
Wyoming # 
Colorado # 
New Mexico 
Arizona 
Utah # 
Nevada 


PACIFIC 
Washington 
Oregon # 
California 


ee ee ee ee x ee 
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of 


Question: DO YOU PROJECT COMMODITY COSTS FROM A PARTICULAR BASE 


Estimates are based on a particular 
STATE 


Month Quarter Year 


(Specify) 


BIENNIAL BUDGETS (July 1, 1947 —June 30, 1949) 


1. Arizona 

2. Arkansas 
3. Colorado 
4. Connecticut 
5. Delaware 
6. Florida 

7. Georgia 

8. Idaho 
9. Illinois 
10. Indiana 


ll. Iowa 

12. Kansas oS 

13. Kentucky = Biennium 
14, Maine ve 


15, Maryland 

16, Minnesota § 
17. Montana # 

18. Nebraska 

19. New Hampshire 
20. New Mexico. 
21. North Carolina 
22. North Dakota 
23. Oklahoma 

24, Oregon 

25. South Dakota 
26. Tennessee 

27. Utah # 

28. Nevada 

29. Vermont # 

30. West Virginia 
31. Wisconsin 


(1940-41) 


ee 
Biennium 


1939-40 
OTHER: BIENNIAL. BUDGETS 


Alabama 
Louisiana 
Mississippi : oe 
Ohio ; two months 
Pennsylvania 
Texas # 
Virginia 
Washington 
Wyoming 


6 months 


ee 
Biennium 
Biennium 


OomMAIANLWN 


ANNUAL BUDGETS 


- California os 56 hen 
« Massachusetts a ».4 oe oe 
- Michigan § (X) oe os (6 months) 
- Missouri <P es xX aie 


New Jersey 

- New York § 

- Rhode Island 

- South Carolina 


Indefinite 


ONAN AWN 


Total § # 


Other Period 


Latest Base Period For 


Commodity Cost Estimates 


July 1, 1945 - June 30, 1946 
July 1, 1945 - June 30, 1946 
July 1, 1945 - June 30, 1947 
September 1946 
July 1, 1945 - June 30, 1946 
July 1 - September 30, 1946 
Budgets prepared quarterly 
July 1, 1945 - June 30, 1946 
Oct. 1 - December 31, 1946 
Calendar Year 1946 
July 1, 1945 - June 30, 1946 
July 1, 1945 - June 30, 1946 
July 1, 1945 - June 30, 1947 
July 1, 1945 - June 30, 1946 
July 1 -. September 30, 1946 
(see note) 


Oct. 1 - December 31, 1946 
July 1, 1945 - June 30, 1946 
Oct. 1 - December 31, 1946 
July 1, 1945 - June 30, 1946 
July 1, 1945 =- June 30, 1946 
April 1, - June 30, 1946 
July 1, 1945 =- June 30, 1947 
July 1, 1945 - June 30, 1946 
July 1, 1945 - June 30, 1946 


Oct. 1 - December 31, 1946 


July 1, 1945 - June 30, 1946 
U.S.Dept.of Labor Index 130.0 


Oct. 1,1946 - Sept. 30, 1947 
Most recent six month period 
Preceding fiscal year 
Novemberand December 1946 
Dec. 1,1946 - Feb. 28, 1947 


July 1, 1946 - June 30, 1947 
April 1, 1945 - March 31, 1947 
April 1, 1945 -March 31, 1947 


(see note) 
July 1 - September 30, 1947 
(see note) 
(see note) 
Past experience 
(see note) 
November 1946 
Preceding fiscal year 


a eS ee ee wpe ae eee ee 
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PERIOD? IF SO, WHAT IS YOUR LATEST BASE PERIOD? 


NOTES AND COMMENT 


7 states not in table total: 


§ 


Combination of 
methods(3 states). 


No answer (4 states). 


SUMMARY 


Five states based costestimates onexperi- 
ence during an entire biennium. 

Most of the states based their estimates on 
experience during the fiscal year preceding the 
legislative session. 

One state (Wisconsin) basedcost estimates by 
referring back to the period (1939-40) and adjust- 
ing by use of BLS index. 

One state (Minnesota) used a current price 
level but based its estimates ona percentage 
mark up from actual expenses and comparable 
quantities for items bought in 1940-41. 

Two states (Michigan, New York) useda 6- 


‘month period on food anda one-month period on 


other commodities. 

Two states (California and Rhode Island) 
established a food budget formula to determine 
the cash food requirement for institutions. The 
cost of the ration(3 meals) was determined by ap- 
plying prices prevailing during a particular month 
to the quantities of foodstuffs listed in the ration. 


The 31 states which have the same biennial 
fiscal period (July 1, 1947 to June 30, 1949) based 
their estimates on the following periods: 


Number 
of States 


Fiscal year ending June 30, 1946 14 
Biennium ending June 30, 1947 3 
Quarter (Oct. 1 to Dec. 31, 1946) 4 
Quarter (July 1 to Sept. 30, 1946) 2 
Quarter (April 1 to June 30, 1946) l 
Regular quarterly budgets 1 
One month 1 
Fiscal year 1939-40 1 
Fiscal year 1940-41 and quarter l 
# 


No answer 


Total SE 


lu 


The comments from twenty states on this 
question are paraphrased as follows: 


Alabama: We prepare a budget estimate for three 
years. This is prepared on the basis of our past 
experience, plus anestimated increase inpatients, 
plus an estimated price increase. The last budget 
prepared was done January 30, 1947, for fiscal 
years ending 1947-1948-1949, 

Our appropriation for the Alabama State Hos- 
pitals (Bryce and Searcy Hospitals) was prior to 
October 1, 1947, $7.50 per week per patient. 
After October 1, 1947 it is $10.00. 


Arizona: Our budget was based oncost of food and 
percentage increase in institution population. The 
budget was estimated on percentage plan instead 
of dollar increase. 


California: Budget provisions for commodities 
are projected froma significant base period, 
taking into account anticipated future economic 
conditions. For instance, operating expenses for 
‘*Feeding'’ shown in the Governor's printed budget 
submitted to the Legislature for the 1948-49 year 
are based upon the food ration priced at September, 
1947 levels of State of California prices, as fur- 
nished by our State Purchasing Division. Base 
periods for other commodities and services are 
specifically indicated in the report of the Depart- 
ment of Mental Hygiene: ‘‘Tabulation of 1948-49 
Budget Requests Together with Pertinent Informa- 
tion and Sundry Statistics as Presented to Legis-~ 
lative Committees.”’ 

We have found a rather close correlation be- 
tween State price trends and the trends inthe Bur- 
eau of Labor Statistics indexes. Soon after the 
call for budgets goes out, this department fur- 
nishes to State agencies a preliminary forecast of 
population and economic conditions, in which the 
assumptions for budget purposes in regard to 
price trends are set forth in broad terms. Due to 
developments occurring between October and 
December, when budgets were closed, it was 
necessary to modify certain of the earlier as- 
sumptions. The food price outlook in particular, 
became confused due to uncertainties as to the 
possible effect of the Marshall Plan and further 
wage increases. It was therefore determined to 
make no allowance inthe detailed budgets for 
changes in food prices, but to provide, instead, a 
lump sum appropriation of $2,000,000 tobe 
allocated by the Department of Finance should 
commodity prices (or institutional populations ) 


produced by institutions. 
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Question: DO YOU PROJECT COMMODITY COSTS FROM A PARTICULAR BASE 


NOTES AND COMMENT 


exceed the levels assumed in the budget. 


Connecticut: In Connecticut, appropriations are 
based on prices as of September preceding the 
legislative session, thus eliminating any guessing 
as to future trends. For the maintenance of in- 
mates at institutions, additions can be made to 
appropriations by the Governor and the Finance 
Advisory Committee, the majority group of which 
is made up of members of the legislative appro- 
priations committee. This eliminates the possi- 
bility of any changein the treatment of patients as 
a result of bad guessing onfuture prices. It is 
expected that some substantial increases may be 
required during the current fiscal year. 


Georgia: Our budgets are prepared and submitted 
quarterly—current prices used. 


Idaho: We attempted to ‘‘beat inflation’’ by having 
institutions produce more of their own needs, 
expanding canning facilities,and plan quick-freeze 
systems; also interchange surplus canned goods 
Our estimates for com- 
modities were based on expenditures for 1945-46 
plus a 30% increase, 


Kansas: Our estimated costs in preparing the 


budget, are based on costs during the 1946 fiscal 
year and the subsequent three-month period. The 
Legislature in making appropriations, took into 
consideration appropriations and fee balances 
carried forward, new direct appropriations re- 
quested, and estimated future fee collections and 
expenditures, 


Kentucky: Estimates were based on expenditures 
for the two previous fiscal years, increased 
prices being taken into account. The amount of 
the deficiency was arrived at by the simple ex- 
pediency of deducting the balance of funds on hand 
plus the anticipated revenue from patients from 
the estimated minimum requirements for the re- 
mainder of the fiscal year. Personal Service, 
utilities, materials and supplies and fixed charges 
were included, of course, in the estimate of re- 
quirements, but we could not say that such a per- 
centage of the deficiency was in the personal serv- 
ice classification and another percentage was in 
the materials and supplies. Our appropriations 
are made in lump sums for maintenance. 


Louisiana: Our 1946-48 budget was based on the 
most recently completed six months period with 
consideration given to price trends and patient 
census expectancy. 


Maryland: We gave greatly increased allowances 
to our mental disease hospitals for the current 
biennium, both in the number of personnel and in 
operating expenses. In fact, they were provided 


practically everything that they requested with the © 


exception that only one-half of the additional 
employees requested were allowed inthe first year 
of the biennium. This was done because it was 
thought that it would be impossible for the insti- 
tutions to secure the total number of employees. 
This judgment has been borne out by the actual 
experience to date, the hospitals still operating 
with a large percentage of vacancies. In addition 
to the provisions made in the legislative budget, 
the salaries of the attendant group in the hospitals 
were again raised, effective July 1, 1947. 

Food allowances were based on 45¢ per day 
for patients andauthorized employees. This 
amount was based on the hospitals’ actual cost for 
the quarter July 1 to September 30, 1946. The best 
advice we could obtain during the closing months 
of 1946 was that food prices would increase slightly 
during 1947 and decline during 1948. This, of 
course, has not happened. The food allowance was 
supposed to have covered improvement in the diet 
because of the fact that previous allowances had 
not been made for employees. In other words, 
the experience, based on 45¢ over-all cost for 
patients only, was for the total number of patients 
and employees. The allotments made have proved 
sufficient, including an improved diet, for the first 
six months of the fiscal year ona prorated basis. 
Patient population below the estimates and short- 
age of employees have helpedto make this possible. 
The hospitals fear, however, that with the continued 
increase in costs, that one-half of the appropri- 
ation remaining for the second six months of the 
year will not be sufficient. 


Michigan: The 1948-49 budget recommendations 
used average cost of foodfor July 1 to December 3], 
1947. Other commodities were based on current 
costs as of December, 1947, Inall our per capita 
cost figures, the average is computed as the total 
cost divided by number of patient days. Employee 
cost is reflected but no patient days are figured 
for employees. In projecting all other costs at 
current prices as of December 1947, we useda 
statement of monthly operating costs which breaks 
down operating costs into a great many items. 
During previous years, appropriations have 
been made ona net basis. Net was determined for 


food by multiplying patient days by estimated daily 


per capita, and a deduction made of the estimated 
amount of farm productionto be used as food. For 
the next year, 1948-49, appropriation will be made 
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PERIOD? IF SO, WHAT IS YOUR LATEST BASE PERIOD? 


continued 


NOTES AND COMMENT 


ona gross basis andall farm production credits 
will reflect in the general fund instead of being 
credited to individual institution accounts. 


Minnesota: All of the institutions are financed by 
Legislative appropriations for Current Expense 


_ (provisions, supplies and operatin g expenses), 


Salaries (personal services of officersand employ- 
ees), and Repairs (materials, supplies and labor 
for general repairs and maintenance of buildings 
and equipment). In addition, capital outlay is 
financed by special Legislative appropriations for 
specific items of equipment and improvements. 
A contingent fund (this biennium $150,000)is 
established to meet emergencies in Current Ex- 
pense, Repairs, special construction, etc. Per- 
sonnel, commodities and the resources with which 
to obtain them are utilized in the most efficient 
manner possible. - Canning programs accelerated 
during the war to conserve and preserve food 
crops have been continued. All crops raised are 
used at the institution, or, in cases of surplus, 
transferred among other institutions to ease 
shortages. 

For the 1947-49 biennium, the 1947 Legis- 
lature made available appropriations for current 
expense based on July-September 1946 price 
levels for commodities comparable in quantity to 
1940-41 which was the last year of normal de- 
liveries of merchandise. 

Minnesota's 1947-49 estimates were a per- 
centage cost mark-up from actual expenses for 
comparable quantities and items for 1940-41, 
based on July-September 1946 costs. (1) Clothing 
142%; provisions 130%; miscellaneous materials 
87%; forage 131% (of 1941-42 actual). 

Salary appropriations were inaccordance 
with the newly approved salary plan based on cost- 
of-living index. Appropriations for repairsallowed 
for increased costs and demand. Price increases 
over the July-September 1946 level and additional 
cost-of-living salary increases will result insome 
deficit over the two-year period. 

To relieve overcrowded, inadequate and ob- 
solete facilities, the state has launched ona build- 


_ ing program, estimated to take five years to com- 


plete, in excess of 11 million dollars for state 


institutions. 


Missouri: Our 1947-48 budget request was based 
on $1.25 per day per patient~1946 base period plus 
anticipated increasein cost plus deferred require- 
ments. An increase of 20% on consumer goods 


has been requested for 1948-49, 


New York: The budget allowances for fiscal year 
(April 1, 1947 to March 31, 1948) were based on 
price levels in December 1947 for all commod- 
ities except food, clothing, household and medical 
supplies andexpense. For these commodities, 
the consumption for the period April 1, 1946 to 
October 31,1947 was also taken into consideration 
due to shortages in many commodities. These are 
the only commodities for which appropriations 
are computed ona per capita basis. 

Appropriations for Food, Clothing, Household 
and Medical supplies are computed onan annual 
per capita basis. Other commodities and expenses 
are appropriated for onthe basis of past experience, 
prices and scope of program, all of which vary 
from one institution to another. 


North Dakota: Ourestimates for commodities 
were based on expenditures for 1945-46 plus an 
increase of 12 1/2 per cent. 


Oregon: Estimates were based on expenditures 
for previous biennium plus estimated food costs. 


Rhode Island: As to the problem of food: —In 
November 1946 the Supervising Dietitian of our 
institutions prepared a detailed technical analysis 
of a basic ration and cost for each of the institu- 
tions. The dietary cost was computed by extending 
the prices prevailing during the month against the 
specific quantities of food allowed. At that time 
noallowance was made for an increase in food 
prices above the base month. In September 1947 
the same process was followed. This procedure 
of determining food costs is flexible in that it can 
be based on prices during any specified time. 


South Carolina: All our costs are based upona 
per capita cost. In our application for funds for 
fiscal year 1948-49, we based our cost upon the 
expenditures for 1947-48. 


Tennessee: ‘‘In studying the requests for appro- 
priation we determined the amounts to be received 
from reimbursements and based our increases on 
the Department of Labor food costs indexes. The 
last appropriations were increased on the basis of 
increased food costs at time of request. Weare 
now finding that price increases are creating some 
strain on the work programs." 


Virginia: An increase of about 50 per cent in the 
appropriation for the mental hospitals will be 
recommended for maintenance and operation in 
the executive budget for the biennium July 1, 1948 
to June 30, 1950. 


ot Budget Surwey. of 


DO YOU USE PRICE INDEXES IN ESTIMATING COMMODITY PRICES FOR 


Question: BUDGET PURPOSES? 
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NOTES 
AND 


STATE 
COMMENT 


NEW ENGLAND 
Maine § 
New Hampshire 
Vermont 
Massachusetts 
Rhode Island 
Connecticut 


8 states not in table total: 


Combination . of 
methods(5 states), 
# 


MIDDLE ATLANTIC No answer (3 states). 


New York 
New Jersey 
Pennsylvania 


(a) New Jersey: “Not muchatten- 
tion is given to individual price 
indexes.”’ 

EAST NORTH CENTRAL 


Ohio § (b) Ohio: Additional information 
Indiana fromthe Department of Agricul- 
Illinois § ture and Ohio State University 
Michigan used, 

Wisconsin 


(c) Minnesota: ‘‘We use current 


WEST NORTH CENTRAL wholesale prices.”’ 


Minnesota 
lowa (d) Maryland: Also the McGill 
Missouri Commodity Service Price 


Indexes, and the National Associ- 
ation of Purchasing Agents. 


North Dakota # 
South Dakota 
Nebraska 


Kansas # (e) Georgia: ‘We use current 


wholesale prices.”’ 


SOUTH ATLANTIC 
Delaware § 
Maryland § 
Virginia 
West Virginia 
North Carolina 
South Carolina 


(f) Mississippi: “We use market 
evaluation.”’ 


(g) Idaho: The BLS index is used 
as a cross check, 


Georgia (h) California: “We have found a 

Florida rather close correlation between 
State price trends and the BLS 

EAST SOUTH CENTRAL indexes.”’ 

Kentucky # 

Tennessee 

Alabama 

Mississippi 


WEST SOUTH CENTRAL 
Arkansas 
Louisiana 
Oklahoma 
Texas 


MOUNTAIN 
Montana 
Idaho 
Wyoming 
Colorado 
New Mexico 
Arizona 
Utah 
Nevada 


PACIFIC 
Washington 
Oregon 
California 


TOTAL § # 
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Question: DO YOU BASE YOUR FOOD COSTS ON A DIET SCHEDULE? 


NOTES 
STATE U.S. D : AND 
-S. Dept. o 
Agriculture Caer 
NEW ENGLAND 
Maine 6 states not in table total: 
New Hampshire 
ie ai No answer(6 states), 
Massachusetts 
Rhode Island (a) Rhode Island: “In November 
Connecticut 


1946, the Supervising Dietitian 
of our institutions prepared a 


MIDDLE ATLANTIC basic ration and its cost for each 


New York of the institutions. The Budget 
New Jersey Committee recommended it and 
Pennsylvania the Legislature appropriated the 


amount requested by the diet- 


EAST NORTH CENTRAL itian, adjusted slightly for 


Ohio estimates of population. At that 
Indiana time no allowance was made for 
Illinois an increase in food prices. In 
Michigan September 1947 the same process 
Wisconsin was followed, the dietitian pre- 


paring a similar analysis.”’ 
WEST NORTH CENTRAL 


Minnesota (b) Florida: ‘‘Food costs are 
Iowa based onactual accounting 
Missouri # records.’ 

North Dakota 

South Dakota (c) Washington: ‘‘It is the aim 
Nebraska of the Department to supply at 
Kansas # all times a balanced diet taking 


into consideration the physical 


SOUTH ATLANTIC and mental condition of the 


Delaware patient and work assignments 
Maryland (if any).”’ 
Virginia 


West Virginia # 
North Carolina 
South Carolina 


(d) California: ‘*‘Calculations of 
cost of feeding for budget pur- 
poses, are made on the gross 


Georgia basis, including the locally pro- 
Florida duced commodities, and a deduc- 
tion taken for the estimated 
EAST SOUTH CENTRAL local production to be consumed. 
Kentucky Sales of surplus commodities 
Tennessee are credited to appropriation 
Alabama andtocosts. Operating expenses 
Mississippi for ‘Feeding’ shown in the Gov- 
ernor’s printed budget submitted 
WEST SOUTH CENTRAL tothe Legislature for the 1948-49 
Arkansas year were based upona specific 
Louisiana ration. The food ration was 
Oklahoma priced at September 1947 levels 
Texas of State of California prices, as 
furnished by our State Purchasing 
MOUNTAIN Division. The estimates include 
Montana # the foodstuffs purchased for feed- 
Idaho ing or issuance to employees.” 
Wyoming # 
Colorado 
New Mexico 
Arizona 
Utah # 
Nevada — 
_ PACIFIC 
: Washington 
4 Oregon 
California 


_ TOTAL # 


oot 
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Question: 


STATE 


. Alabama 
. Arizona 

. Arkansas 
. California 


. Colorado 
. Connecticut 


Delaware 
Florida 


Georgia 


. Idaho 
. Illinois 
. Indiana 


. lowa 

. Kansas 

. Kentucky 

. Louisiana f 


- Maine 


Maryland 
Massachusetts 
Michigan 


Minnesota 


. Mississippi 


Missouri 


- Montana 


. Nebraska 
. Nevada 
. New Hampshire 


New Jersey 


New Mexico tf 


- New York 
. North Carolina 


North Dakota 


- Ohio 


Oklahoma 
Oregon } 


. Pennsylvania 


Rhode Island 
South Carolina 
South Dakota 


. Tennessee }f 


Texas 
Utah 
Vermont tf 
Virginia 


Washington 


. West Virginia 


Wisconsin { 
Wyoming 


Average Daily 
Resident 
Population 
(1946-47) 


6,834 
1,255 
4,803 
32,191 


5,400 
10,590 
1,259 
6,184 


8,895 
1,704 
41,798 
12,827 


10,022 
5,075 
1,210 
Wat Le 


3,777 
8,517 
27,992 
21,770 


14,339 
4,792 
10,542 
2,326 


5,886 
327 
2,406 
15,587 


963 
92,679 


Amount for 
Commodities 


1947-48 


$ 


135,000 
1,075,367 
10,328,511 


1,643,310* 
2,719,415 * 

420,570 * 
2,042,050 * 


1,825,000 
316,031 * 

15,675,000 * 

2,138,619 


1,891,950 
792,000 


1,025,407 
2,733,270 
8,224,000 
6,629,790 


1,990,332 * 


2,505,500 


1,227,500* 
831,693 
3,134,450 


30,611,459 
2,207,322 


8,677,220* 
2,790,000 


8,500,000 
602,200 


322,000 


3,862,075 
440,000 


2,289,403 


2,220,283 * 
111,250 * 


166,725 * 


Increase for Commodities 
in 1947-48 over 1946-47 


Amount 


$ (a) 
(b) 
300,000 
1,472,903 (c) 
257,063 
662,150 (d) 
65,574 (e) 
774,530 (f) 
291,406 (g) 
16,708 (h) 
5,406,446 (i) 
262,000 
312,450 
173,400 
ey 


61,668 (xk) 

1,066,514 (1) 

2,450,000 
893,638 (m) 


562,608 (n) 
cs (o) 
400,000 (p) 
. (q) 


312,500 
(r) 


214,467 
“ (s) 


6,627,323 (t) 
293,159 (u) 
es (v) 
2,830,796 (w) 
600,000 


1,500,000 


185,700 

=e (x) 
52,000 
“ (y) 


989,900 (z) 
115,000 


522,753 


820,620 
178,750 


25,000 


HOW DOES THE AMOUNT ANTICIPATED FOR COMMODITIES IN 1947-48 
COMPARE WITH THE AMOUNT ALLOWED IN 1946-47? 


Period Coveredis 
July 1, '47-June 30, °48 


unless otherwise indicated 
Percent 


Oct. 1, °47-Sept. 30, '48 


July 1, '48-June 30, '49 


July 1, '48-June 30, '49 


see note (0) 


see note (s) 


Apr. 1, '47-Mar. 31, ‘48 
see note (u) 


Jan. 1, °47-Dec. 31, "48 
June 1, *47-May 31, °48 
Sept. 1, '47-Aug. 31, ‘48 


Apr. 1, '47-Mar. 31, '48 ) 


Apr. 1, '47-Mar. 31, '48 


aL, OS En oe 
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Question: WAS AN INCREASE IN COMMODITY COSTS FOR 1947 - 48 ANTICIPATED 
* BECAUSE OF HIGHER PRICES? OTHER REASONS? WHAT ABOUT FOOD? 


Anticipated increase 
in the cost of food 


Commodity cost increase |- Other reasons for anticipating an 
due to prices increase in commodity costs 


in estimate Amount commodity 

Yes _No increase 
Alabama x $ (a) eo oF 
Arizona x # (b) a 
Arkansas xX 300,000 200,000 67% 

. California . (c) 1,273,320 86 

. Colorado x 257,063* S25711% 59 
Connecticut oh 662,150%* 496,552 * 75 
Delaware xX -- == 20 
Florida xX 533,530* 500,000 * 65 
Georgia x (g) (g) 

Idaho x (h) (h) 

Illinois Zz (i) ae 

Indiana Xx 262,000 # rs 
lowa ».4 142,000 45 
Kansas x # ay 
Kentucky x # oe 
Louisiana { 

. Maine x 89,462 (k) Ae: 
Maryland x 816,286 At 
Massachusetts x 600,000 25 
Michigan D4 893,638 411,208 46 
Minnesota x see note ais 338,778 * 60 
Mississippi x see note 100,000 300,000 (0) 
Missouri x see note a6 fs is 
Montana (q) (q) * 
Nebraska ».4 250,000* 62,500%* 150,000 * 48 
Nevada x (r) re (r) ae 
New Hampshire x 214,467 145,475 68 
New Jersey (s) od 

29. New Mexico ft 
New York 4,475,823 . 1,000,000 3,264,121 49 
North Carolina si # 135,421 46 

. North Dakota vo = =F ee 

. Ohio (w) (w) 1,730,228 * 61 
Oklahoma 600,000 ue 230,555 39 

35. Oregon t 
36. Pennsylvania 1,500,000 4 1,000,000 67 
. Rhode Island 155,000 155,000 84 
_ 38. South Carolina : oe os 
39. South Dakota # ee 
40. Tennessee t 
41, Texas #t . 
. Utah 20,000 17 
43. Vermont. t 
. Virginia (aa) sd 
. Washington 438,622 * 53 
46. West Virginia # “ 
. Wisconsin { 
Foe perdi g 12,500* 50 
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Question: HOW DOES THE AMOUNT ANTICIPATED FOR COMMODITIES IN 1947-48 


NOTES AND COMMENT 


t 


No information on this question 
( 6 states ). 


No answer to this part of the 
question. 


# 


Commodity estimate as indi- 
cated in the table is one half of 
the total appropriation for the 
biennial period. 


(a) Alabama: “Our appropriations forthe two Ala- 
bama Hospitals (Bryce and Searcy) include all 
commodities and salaries and labor. Prior to 
Oct. 1, 1947 the appropriation was $7.50 per week 
per patient; after Oct. 1, 1947 it is $10.00."’ 


(b) Arizona: ‘‘Commodities are appropriated ina 
lump sum; no separation as to food."’ 


(c) California: “Commodities,as reported, include 
contractual services, the amount of which is minor, 
except for natural gas for heating and cooking 
purposes. 

‘“The figures include foodstuffs to be pur- 
chased for feeding or issuance to employees, 
amounting to $959,872 for 1948-49. In addition to 
the budget appropriation, it is estimated that locally 
produced food, valued at state prices, will amount 
to $2,292,938 for 1948-49. 

“It is difficult for us toc ompute the over- 
allamount allowed for commodity price increases, 
since such computations would require the isola- 
tion of that factor from all the other factors taken 
into account in the allowances. 

‘It should be pointed out that a large factor 
of increase over past years (not applicable, how- 
ever, in comparing 1947-48 and 1948-49 expend- 
itures) results from the depressed levels of 
expenditure during the war and immediate post 
war periods when many commodities were in 
short supply. The current and ensuing years’ ex- 
penditure programs are based on the assumption 
that all authorized commodities can be obtained. 

‘“‘Due to developments regarding economic 
conditions occurring between October and Decem- 
ber, when budgets were closed, it was necessary 
to modify certain of the earlier assumptions re- 
garding foodcosts. The food price outlook became 
confused due to uncertainties as to the possible 
effect of the Marshall Plan and further wage in- 
creases. It was therefore determined to make no 
allowance in the detailed budget for changes in 
food prices, but to provide, instead a lump sum 
appropriation of $2,000,000 to be allocated by the 
Department of Finance should commodity prices 


(or institutional populations) exceed the levels 
assumed in the budget.”’ 


(d) Connecticut: ‘‘Appropriations are based on 
prices as of September preceding the legislative 
session. No increase for prices wasallowed above 
this base month.”’ 


(e) Delaware: Delaware State Hospital's estimate. 


(f) Florida: Figure represents one half of the 
amount appropriated from General Revenue by the 
1947 Legislature, for Necessary and Regular Ex- 
penses (excluding salaries) for the biennium July l, 
1947 to June 30, 1949. ‘‘We have not included 
Incidental Funds making up receipts from paying 
patients and other sales and services which are 
also appropriated as available for expenditure for 
such purposes as our Board of Commissioners of 
State Institutions may direct. We have estimated 
such income at $150,000 per year and requested 
that of this amount $50,000 per year be held 
available to supplement appropriation for Neces- 
sary and Regular Expenses and that $100,000 per 
year beheld available to supplement appropriation 
for salaries."’ 


(g) Georgia: ‘‘We do not have separate appropri- 
ations for commodities."’ 


(h) Idaho: ‘“‘Appropriations are made in one lump 
sum—no separation as to commodities or food 
supplies.”' 


**This figure is one half of total esti- 


(i) Illinois: 
mated needs for the 1947-49 biennium.’ 


(j) Kentucky: “Appropriation is made in lump sum— 
no breakdown astocommodities. This Legislature 
will be requested to appropriate a deficiency of 
approximately $500,000.’’ 


(k) Maine: ‘*The increase in food costs over total 
commodity costs is due toa reduction in “‘Other 
Commodity’’ expenditures. Because the Legisla- 
ture appropriates monies in a lump sum for each 
function, the figures were taken from actual ex- 
penditures for the first eight months of the fiscal 
year ending June 30, 1948. The last four months 
were taken from budget requests and would neces- 
sarily be on an estimated basis.”’ 


(1) Maryland: ‘‘We gave greatly increased allow- 
ances to our mental disease hospitals for the 
current biennium, both in the number of personnel 


a es 


ee 
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COMPARE WITH THE AMOUNT ALLOWED IN 1946-47? continued 


a 


NOTES AND COMMENT 


and in operating expenses.” 


(m) Michigan: “This is the estimated increase for 
1948-49 over the estimate for 1947-48.”’ 


(n) Minnesota: ‘‘Minnesota’s estimates for the 
biennium 1947-49 were a percentage cost mark- 
up from actual expenses for comparable quantities 
and items for 1940-41, based on July-Sept. 1946 
costs. They were as follows: clothing 142%; pro- 
visions 130%; miscellaneous materials 87%; forage 
131% (of 1941-42 actual).”’ 


(0) Mississippi: ‘‘For Mississippi State Hospital 
the 1948-50 Budget is $2,954,000, an increase of 
$983,000 above the 1946-48 Budget. An additional 
$530,000 is set up for capital items. 

“The 1948-50 budget allows an increase of 
$300,000 for food. Alsoan increase of $100,000 
is grantedfor dietimprovement. The total covered 
an increase of $250,000 for prices.”’ 


(p) Missouri: “On consumer goods only the 1948-49 
budget request was anincrease of 20% above 
1947-48,”"" 


(q) Montana: ‘“‘Appropriation is made in one lump 
sum and provides for salaries and all other ex- 
penses.’’ 


(r) Nevada: “Appropriation is made inlump sum— 
no breakdown as to commodities."’ 


(s) New Jersey: ‘‘The 1947-48 ist 3 antici- 
pated for food is $432,000.”’ 


(t) New York: ‘‘The estimate for commodities, in 
addition to current appropriation, includes defi- 
ciency appropriations of some $5,000,000 to com- 
plete the fiscal year ending March 31, 1948. Of 
these deficiencies, about $3,480,000 is estimated 
for food. Included in the figures given are $5,000, 
000 for deficiencies and $2,181,000 estimated farm 
production.”’ 


(u) North Carolina: ‘‘Farm products are priced 
only for the purpose of determining profits and 


losses on farming operations. These figures are 
for supplies and material purchases only and do 
not include estimates for farm produce. Actual 
for 1947-48 willincrease about 25% for goods pur- 
chased. Home produce willincrease in value like- 
wise but not much in quantity. Same for surplus 
commodities.”’ 


(v) North Dakota: ‘‘Our appropriation of $2,754, 
200 was for total maintenance. Weallowed approx- 
imately 12% increase for prices."’ 


(w) Ohio: ‘‘Increases in appropriation shown in- 
clude price increases, diet improvement and in- 
creased population but cannot be broken down 
separately for each item.”’ 


(x) South Carolina: “At South Carolina State Hosp- 
ital we based our costs for 1948-49 upon the expend- 
itures for 1947-48. All our costs are based upon 
a per capita cost. In the year 1946-47 the per 
capita cost was $1.2748; in 1947-48, we estimate 
it to be $1.345.”" 


(y) Tennessee: “In studying the requests forappro- 
priations we determined the amounts to be received 
from reimbursements and based our increases on 
Department of Labor Food Cost Indexes.”’ 


(z) Texas: ‘‘The Legislature has given the State 
Board of Control authority to transfer funds from 
one institution to another whenever necessary. 
This authority is so broad that in effect itamounts 
to a lump sum appropriation to the Board for the 
support ofallinstitutions. Inthe pastall unexpended 
balances have been reappropriated to the Board at 
the end of each fiscal year to be used as the Board 
saw fit during the following year. However, the 
unexpended balances at August 31, 1947, were not 
reappropriated. Consequently, the figures are 
misleading as we do not have the unexpended bal- 
ances available although we do have an apparent 
increase in appropriations.” 


(aa) Virginia: ‘‘The 1947-48 budget estimate for 
food was $241,134 (14%) below food expenditures 
for 1946-47.’ 
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. WHAT DO YOUESTIMATE FOR FOOD OUT OF YOUR CURRENT 
Quaption: APPROPRIATION FOR COMMODITIES? 


Percent of Do you compute 


a commodity a per patient ap hing 
total food cost per day? COMMENT 


Yes No 


NEW ENGLAND 


Maine $ 738,852 

New Hampshire 526,000 

Vermont f{ 

Massachusetts 4,000,000 

Rhode Island 430,000 t No information on amount es- 

Connecticut 1,425,400 timated for food (14 states) 
MIDDLE ATLANTIC 

New York 17,986,921 (a) (a) New York: ‘‘ This estimate 

New Jersey 1,702,000 (b) for fiscal year ending March 31, 

Pennsylvania 5,500,000 1948 includes farm production 


and deficiency appropriations.”’ 
EAST NORTH CENTRAL 


Ohio 4,128,000 (c) (b) New Jersey: Regular appro- 
Indiana 901,925 priation plus estimated deficien- 
Illinois 9,405,000 (d) . cy for fiscal year ending June 30, 
Michigan 3,188,770 (e) 1948. 


Wisconsin } 
(c) Ohio: Estimate for calendar 


WEST NORTH CENTRAL year ending December 31, 1948. 


Minnesota 972,978 x 
Iowa: 940,000 * (d) Illinois: Estimate for fiscal 
Missouri 1,503,300 x year ending June 30, 1948. 
North Dakota f{ x 
South Dakota 90,160 x (e) Michigan: Estimate for fiscal 
Nebraska 795,000 a year ending June 30, 1949. 
Kansas 368,598 x 
(f{) Delaware: For Delaware 
SOUTH ATLANTIC State Hospital. 
Delaware 212,686 (f) re 
Maryland 1,595,560 x (g) California: Estimate for fis- 
Virginia 1,237,163 x cal year ending June 30, 1949. 
West Virginia 475,000 ee 
North Carolina 1,158,000 x 
South Carolina { x Note: The percentages in the se- 
Georgia } x cond column were not reported 
Florida 1,125,000 x as such by the states but were 
calculated from the amounts re- 
EAST SOUTH CENTRAL ported for food and for total com- 
Kentucky ¢ modities. A few states reporting 
Tennessee #35930 only one of these figures are in- 
Alabama f cluded in the group of states with 


Mississippi { 


WEST SOUTH CENTRAL 
Arkansas 
Louisiana { 
Oklahoma 
Texas 


MOUNTAIN 
Montana ft 
Idaho tf 
Wyoming 
Colorado 
New Mexico 
Arizona f} 
Utah 
Nevada { 


PACIFIC 
Washington 
Oregon }{ 
California 


TOTAL ¢ 


600,000 


1,100,000 
1,950,000 


70,000 
802,500 
62,500 


120,000 


1,330,265 


6,479,979 (g) 


me MS 


* 


> 


no information on the subject. 


See table Page 50 
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Question: IF YOUR CURRENT APPROPRIATION WAS BASED ON A PER PATIENT 
COST FOR FOOD, WHAT WAS THE FIGURE AND WHAT DOES IT INCLUDE? 


Eee 


Does the per-patient food-cost figure include 


Cost of food 


per patient NOTES 
STATE ‘ie Home Surplus 
sabe ioees, $ Produce? Commodities? a 


t 
cents cents 


{ No information on this 
question (19 states). 


NEW ENGLAND 
Maine 
New Hampshire 
Vermont tf 


48.0¢ 
51.0 


(a) Massachusetts: Year ending 


Massachusetts 38.0 (a) June 30, 1948, 
Rhode Island 39.6 (b) A i 
ieibions 33.0 (c) (b) Rhode Island: Year ending 


June 30, 1948. 


MIDDLE ATLANTIC (c) Connecticut: ‘‘One hospital 


New York has a 44¢ cost figure because no 
New Jersey herd or poultry is raised.”’ 
Pennsylvania 


(d) New York: Year ending March 


EAST NORTH CENTRAL 31, 1948. 


a (e) New Jersey: Year ending 
Illinois { June 30, 1948, 
Michigan 


(f) Michigan: ‘“‘The 1948-49 
budget recommends 38¢ on basis 
of actual usage records from 
July 1 to December 31, 1947. 
Costs are running 35¢ to 42 1/2¢ 
plus 1to2¢for surplus commod- 
ities. Cost figure for 1947-48 
was 31¢,”’ 


Wisconsin f{ 


WEST NORTH CENTRAL 
Minnesota ft 
Iowa }{ 
Missouri f 
North Dakota }{ 
South Dakota 
Nebraska 


(g) South Dakota; “Includes food 
Kansas f 


and clothing. Clothing cost low 


because of large inventory.”’ 
SOUTH ATLANTIC 


Delaware (h) Maryland: “Farm production 
Maryland wevien*' 
Virginia 


(i) West Virginia: Perdiemcost 
figures computed only for total 
maintenance. 


West Virginia t 
North Carolina { 
South Carolina 
Georgia 


(j) Florida: Net cost per diem 
Florida 


per patient for the preparation 
and serving of food during fiscal 


EAST SOUTH CENTRAL year ending June 30, 1947. The 


Kentucky total cost was 64.5¢. Proportion- 
Tennessee ate share income from pay pa- 
Alabama tients amounted to 2.3¢. 
Mississippi 


(k) Tennessee: Not used for bud- 
get purposes. Wearrived ata 
flat increase to be distributed by 
the Hospitals in making up work 


‘WEST SOUTH CENTRAL 
Arkansas 
Louisiana tf 


Oklahoma 
Tone + program. 
(1) Mississippi: Includes 4 2/3¢ 

MOUNTAIN expense for other items. 

Montana { 

sonne t (m) Colorado: Includes freight 

Wyoming costs for surplus commodities 

Colorado and production costs for home 

New Mexico f produce. 

Arizona 

Utah t (n) Oregon: Per diem figures 

Nevada { not used for budget purposes. 
PACIFIC (o) California: Figure for fiscal 

Washington year ending June 30, 1949 exclud- 

Oregon f bs (n) ing foodstuffs for employees. Es- 


California 59.4 (0) 


x 
sora a ee 


timate for 1947-48 was 53¢. 
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Question: HOW DOES THE AMOUNT ALLOWED FOR FOOD IN YOUR CURRENT 
; ALLOWANCE IN YOUR PREVIOUS APPROPRIATION? 


Appropriation increases were made to cover: 
other factors 


Increase over 
previous 


Allowed for 
in current 


STATE aye er higher prices : : 
appropriation appropriation improvement (specify) 
Amount Percent Yes No Amount | Yes No Amount 
NEW ENGLAND 

Maine # 
New Hampshire # 
Vermont { 
Massachusetts # 
Rhode Island # 
Connecticut no 


MIDDLE ATLANTIC 
New York 
New Jersey 
Pennsylvania 


0.8¢ - population 
(c) 


no 


EAST NORTH CENTRAL 
Ohio 
Indiana f{ 
Illinois f 
Michigan 
Wisconsin { 


yes - population 


WEST NORTH CENTRAL 
Minnesota tf 
Iowa f{ 
Missouri f{ 
North Dakota tf 
South Dakota 
Nebraska 
Kansas f¢ 


(h) 
* 


SOUTH ATLANTIC 
Delaware 
Maryland 
Virginia 
West Virginia { 
North Carolina { 
South Carolina f{ 
Georgia 
Florida 


# 
yes - population 
no 


EAST SOUTH CENTRAL 
Kentucky { 
Tennessee 
Alabama 
Mississippi 


6.0 (n) 
-- (0) Ne 
8.0 (p) 


WEST SOUTH CENTRAL 
Arkansas 
Louisiana { 
Oklahoma 
Texas f 


11.0 (q) 


10.0 


MOUNTAIN 
Montana tf 
Idaho f{ 
Wyoming tf 
Colorado 
New Mexico t 
Arizona { 
Utah t 
Nevada ft 


no 


PACIFIC 
Washington 
Oregon ft 


California no 


Pe ee IE ee te ee ee 


| State Mental Hospital x 


SF. 


APPROPRIATION COMPARE ON A PER PATIENT BASIS WITH THE 


NOTES AND COMMENT 


t 


No information on this question 
(23 states ), 


# 
Noanswer to this part of the * 
question, 


(a) Connecticut: “‘An increase in food prices was 
not allowed above the base month."’ 


(b) New York: 
ing March 31, 
ency.’ 


“This increase for fiscal year end- 
1948 includes the estimated defici- 


(c) NewJersey: “We anticipate a deficiency in the 
food appropriation of $432,000 for fiscal year 
ending June 30, 1948.’’ 


(d) Ohio: ‘‘The cost figure is for raw food only. 
The increase of 10¢ per day covers the increase 
for prices, diet improvement and population. 


(e) Michigan: “The cost figureincludes farm pro- 
duce valued at around 14¢ of the total but it does 
not include surplus commodities. For the lastthree 
fiscal years per diem food costs were as follows: 
26.5¢ for 1946-47; 31.0¢ for 1947-48 and 38.0¢ 
for 1948-49,"’ 


(f) Minnesota: “Just recently the Division of Pub- 
lic Institutions has started a per diem food cost 
study."’ 


(g) North Dakota: ‘‘We do not maintain figures on 
per capita cost of food. Many of the institutions 
engage inlarge farming and garden operationsand 
this is used within the institutions with no cost 
records, although a record is kept of the amount 
of the different commodities consumed.’ 


(h) South Dakota: ‘‘The figure includes food and 
clothing. We do not have a set amount and there- 
fore can allowincreases in food costs necessary.” 


(i) Delaware: For Delaware State Hospital. 


(j) Maryland: ‘‘The increase was based on actual 
expenditures, notappropr ia tion for period of 
July 1 to September 30, 1946.’ 


(k) West Virginia: ‘*We do not compute per diem 
food costs—only per diem costs for total main- 


tenance.”’ 


(1) North Carolina: “Per diem foodcosts are com- 
puted but the budget is not on this basis. During 
1946-47 actual figures for four institutions were 
58¢, 64¢, 37¢ and 45¢. The actual for 1947-48 


willincrease about 25% for goods purchased. 
Home produce will increase in value likewise but 
not much in quantity. Same for surplus commod- 
ities.’’ 


(m) Florida: “Our food costsare based on account- 
ing records. The average per diem costs were 78¢ 
during the period from July 1, 1947 through Nov- 
ember 30, 1947, and if prices continue to advance 
our food costs may reach an average of 85¢ per 
patient per day bythe end of this fiscal year, 


June 30, 1948. Our actual food costs for the year 
ended 6/30/47 were as follows: 
Food purchased. 35:9. sis uses see 
Donated Surplus Commodities. . 0123 
Produce from our farms and 
dairy fat cast) <4. A -0810 
Direct Labor Heickeos & dining 
PRCSIG) «od 0s FE ee hh .0539 
Other (utensils, crockery, 
supplies, repairs, steam, 
electricity, water etc. 4.05.5 75 .0554 
Total - before credits...... «8.6453 
Credits - (proportionate share 
income from pay patients, etc.) 0229 
Net cost per diem per patient $.6224 


(n) Tennessee: ‘‘Computations are made as to 
various costs per patient but we arrived ata flat 
increase to be distributed by the institution in 
making up the work program."’ 


(o) Alabama: Average for the year was based on 
our cost for the two Alabama hospitals. 


(p) Mississippi: This cost figure is forthe 1948- 
50 budgetat one of the three Mississippi Hospitals. 
It includes 4 2/3¢ expense for labor but does not 
include the value of home produce or surplus com- 
modities. 

(q) Arkansas: ‘Figure is based on actual cost.’ 
(r) California: Cost figure for fiscal year ending 
June 30, 1949. ‘‘The decrease in ‘Total’ allowed 
for food compared to the increase allowed for diet 
improvement results from a change in the distri- 
bution of type of patients for which different 
rations are provided. The cost figure excludes 
foodstuffs fed or issued to employees.’’ 
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Quaption: WHAT WERE THE PER DIEM FOOD COSTS FOR YOUR INDIVIDUAL 


STATE 


NEW ENGLAND 
Maine # 


New Hampshire 1 


Massachusetts 15 ————— 


Binde-laiand 1 SPA ees 


SSE ST ORE eS ECR 
Connecticut 5 SEES et REAL (REE SE ETE FST BE Ee ee 
Sener EE Ses 


| wee eet ce 
MIDDLE ATLANTIC ee 
TEED SOATHS (EAE ESSE (Ea eee is 


New York 25 aaa Ae scenes eat 


New Jersey 7 


Pennsylvania 16 


EAST NORTH CENTRAL 
Ohio # 


——— 
Indiana 8 CSS EET a ena 
_——————— 
ee ee ey . 
A SEATS CRESTS Ae SS 
———————— ) 
i . 
Illinois 12 LS es Sc cos Se 
SAS HLT NSC ETS SRS RSLS CLM SOME ES ST j 
————— 
Reece Sa, ESSE Shack Aes: 
ARR EES EGY eT) IE TTS PE ! 
RSE 020 E GE ESE ETT | 
Michigan ll 


Wisconsin # 


WEST NORTH CENTRAL 
Minne sota # 


Iowa 6 


ll es 
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HOSPITALS IN THE QUARTER JULY - SEPTEMBER, 1947? 


STATE 


Missouri 
North Dakota 
South Dakota 


Nebraska A TEE See a CS ee EEE See | ST eS et 
ASE ETE AME | OS PEE EES A ae ON Oe a eR NS BY BE te ae ee oe 
Kansas 
SOUTH ATLANTIC. 
Delaware # 
Maryland 1 
rs a 
Virginia 6 ————— 
eS es os oe 
West Virginia # 
North Carolina # 
South Carolina l 
aan re 
$1.24 
EAST SOUTH CENTRAL 
Kentucky # 
Tennessee 4 ee es 
er a Se Ph ene Se SS) ES A 
Sa ev Pee See 
Mississippi # 
WEST SOUTH CENTRAL 
Arkansas 1 
Louisiana # 
Oklahoma * 
Texas 5 TT ee 


PPE 
SEIS SERIES Suge Se Se Ie Ee le ee ee 
MOUNTAIN 
Montana 
Idaho 
Wyoming 
SE ES UT oa 
Rarer esses 


# 

# 

# 
Colorado 4 ————— epee: ES $0 90 
_. Me as teres meritiae Sees? 
Arizona l 
Utah 8 

r 


Nevada 
a ESE 


Washington 5 eS 
SAE EDS PRE SR HERR SS 
— ———— 
eerste 8 _— ——— 
—_=_===S=S==== 

TOTAL 154 


NOTE: # No answer to this question (20 states) 
* Average for two hospitals 
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Question: NAME OF THE DEPARTMENT, BOARD, OR COMMISSION UNDER WHOSE 
* JURISDICTION YOUR STATE MENTAL HOSPITALS ARE PLACED. 


NEW ENGLAND 
Maine 
New Hampshire 
Vermont 
Massachusetts 
Rhode Island 
Connecticut 


MIDDLE ATLANTIC 
New York 
New Jersey 
Pennsylvania 


EAST NORTH CENTRAL 
Ohio 
Indiana 
Illinois 
Michigan 
Wisconsin 


WEST NORTH CENTRAL 
Minnesota 
Iowa 
Missouri 
North Dakota 
South Dakota 
Nebraska 
Kansas 


SOUTH ATLANTIC 
Delaware 
Maryland 
Virginia 
West Virginia 
North Carolina 
South Carolina 
Georgia 
Florida 


EAST SOUTH CENTRAL 
Kentucky 
Tennessee 
Alabama 
Mississippi 


WEST SOUTH CENTRAL 
Arkansas 
Louisiana 
Oklahoma 
Texas 


MOUNTAIN 
Montana 


Idaho 
Wyoming 
Colorado 
New Mexico 
Arizona 
Utah 

Nevada 


PACIFIC 
Washington 
Oregon 
California 


Council for State Institutions 

Board of Trustees for New Hampshire State Hospital 
Department of Institutions and Corrections 
Department of Mental Health 

Department of Social Welfare 

Individual board of trustees for each institution 


Department of Mental Hygiene 
Department of Institutions and Agencies, State Board of Control 
Department of Welfare 


Department of Public Welfare 
Indiana Council for Mental Health 
Department of Public Welfare 
Department of Mental Health 
Department of Public Welfare 


Division of Public Institutions, Department of Social Security 
Board of Control of State Institutions 

Department of Health and Welfare 

Board of Administration, Executive Department 

State Board of Charities and Corrections 

Board of Control for State Institutions 

Division of Institutional Management, Board of Social Welfare 


Board of Trustees for State Hospital; Commission for Feebleminded 
Board of Mental Hygiene 

Department of Mental Hygiene and Hospitals 

West Virginia Board of Control 

North Carolina Hospitals Board of Control 

Board of Regents for each of the two institutions 

Department of Public Welfare 

Board of Commissioners of State Institutions 


Department of Welfare 

Department of Institutions 

Board of Trustees for the Alabama Hospitals 
Board of Mental Institutions 


Board of Trustees for Arkansas State Hospital 
Department of Institutions 

State Mental Health Board 

State Board of Control for State Institutions 


Board of Commissioners for Insane 

Charitable Institutions Commission 

State Board of Charities and Reform 

Governor's Office 

New Mexico State Hospital, N.M.I.A. 

Arizona State Hospital Board 

Department of Public Welfare 

Board of Commissioners for Nevada State Hospital 


Department of Public Institutions 
State Board of Control for State Institutions 
Department of Mental Hygiene 
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Contributors. 


ALABAMA: 


ARIZONA: 


ARKANSAS: 


CALIFORNIA: 


COLORADO: 


CONNECTICUT: 


DELAWARE: 


James V. Jordan 
State Budget Officer 
Montgomery 


W.D. Partlow, M.D. 
Superintendent 

Alabama State Hospitals 
Tuscaloosa 


W. B. Rowe, Steward 
Alabama State Hospitals 
Tuscaloosa 


Ana Frohmiller 
State Auditor 
Phoenix 


Harry H. Whitmer 
Business Manager 
Arizona State Hospital 
Phoenix 


Al Greff 

Assistant Business Manager 
Arizona State Hospital 
Phoenix 


Jno. J. Truemper 
State Comptroller 
Little Rock 


Fred W. Links, Chief 
Division of Budgets 
and Accounts 
Department of Finance 
Sacramento 


Jas. A. Noonan, Controller 
Division of Accounts 

and Control 
Denver 


L. A. West, Budget Director 
Division of Accounts 

and Control 
Denver 


Robert H. Weir 
Director of the Budget 
Department of Finance 

and Control 
Hartford 


M. A. Tarumianz, M.D. 
Superintendent 
Delaware State Hospital 
Farnhurst 


FLORIDA: 


GEORGIA: 


IDAHO: 


ILLINOIS: 


INDIANA: 


IOWA: 


KANSAS: 


Howard T. Ennis 
Superintendent 
Delaware Colony 
Stockley 


Homer G. Graham 

Budget Director 

The Budget Commission 
of the State of Florida 

Tallahassee 


F. D. Palsgraaf, Cashier 
Florida State Hospital #1 
Chattahoochee 


C. A. Doolittle, Chief 
Division of Accounts 

and Finance 
Department of Public Welfare 
State Office Building 
Atlanta 


Alvin H. Reading, Director 
Bureau of the Budget 
Boise 


W. F. Meyer 

Deputy Director for 
Administrative Service 

Department of Public Welfare 

State Armory 

Springfield 


R. P. Freeman 
Director of the Budget 
Indianapolis 


Ray E. Johnson 
State Comptroller 
Des Moines 


Glenn D. Sarsfield 
Assistant Comptroller 
Des Moines 


H. L. Shropshire 
Purchasing Agent 
Board of Control 

of State Institutions 
Des Moines 


W. G. Hamilton 

State Budget Director 
and Accountant 

Topeka 
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Contributors, 


KENTUCKY: 


LOUISIANA: 


MAINE: 


MARYLAND: 


MASSACHUSETTS: 


MICHIGAN: 


MINNESOTA: 


F. L. Phillips 
Director of 

the Budget Division 
Department of Finance 
Frankfort 


Dr. A. Y. Lloyd 
Commissioner of Welfare 
State of Kentucky 
Frankfort 


B. T. Brewer, Director 
Division of Staff Services 
Department of Welfare 
Frankfort 


J. He: Rester, C.P.A. 
State Budget Officer 
Department of Finance 
Baton Rouge 


R. C. Mudge 
Commissioner of Finance 

and Budget Officer 
Department of Finance 
Augusta 


Walter N. Kirkman, Director 
Department of Budget 
and Procurement 
State of Maryland 
318 Light Street 
Baltimore 


James G. ‘Rennie 
Chief of the Budget Bureau 
Department of Budget 

and Procurement 
318 Light Street 
Baltimore 


William H. Bixly 
State Budget Commissioner 
Boston 


John A. Perkins 
State Budget Director 
Lansing 


Grace B. Murray 

Chief Budget Examiner 
Office of Budget Director 
Lansing 


Earl L. Berg 
Commissioner of 

Administration 
St. Paul 


MISSISSIPPI: 


MISSOURI: 


MONTANA: 


NEBRASKA: 


_NEVADA: 


NEW HAMPSHIRE: 


NEW JERSEY: 


Florence E, Reber 
State Budget Officer 
Department of 

Administration 
St. Paul 


W.N. ‘‘Jack’” McGee 
Secretary of 

Budget Commission 
Jackson 


W. D. Hilton 

Secretary to the Board of 
Mental Institutions 

Jackson 


W. Lawson Shackelford, M.D. 
Director 

Mississippi State Hospital 
Whitfield 


B. H. Howard, Comptroller 
Department of Revenue 
State of Missouri 
Jefferson City 


John Norman Matthews 
State Accountant 
Helena 


Robert M. Armstrong 

State Tax Commissioner and 
State Budget Director 

Lincoln 


R. E. Cahill, Secretary 
Nevada Tax Commission 
Carson City 


J. O. Epperson 
Business Manager 
Nevada State Hospital 
Reno 


Stephen B. Story 
State Comptroller 
Concord 


Herman Crystal 
Chief Budget and 
Fiscal Analyst 
Division of Budget 
and Accounting 
Trenton 
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Contributors. 


NEW JERSEY: 


NEW MEXICO: 


NEW YORK: 


NORTH CAROLINA: 


NORTH DAKOTA; 


OHIO: 


PP. P.Gerry OKLAHOMA: 

Deputy Commissioner 

Department of Institutions 
and Agencies 

Trenton OREGON: 

J. D. Hannah 

Acting Budget Director 

State of New Mexico 

Sante Fe 


John E. Burton 

State Director of the Budget 
Executive Department 
Albany 


Everett N. Mulvey 
Principal Budget Analyst 
Division of the Budget 
Executive Department 
Albany 


L. A. Moore 
Administrative Assistant 
Bureau of the Budget 
Executive Department 
Raleigh RHODE ISLAND: 
David A. Young, M.D. 
General Superintendent 
North Carolina Hospitals 
Board of Control 
Raleigh 


R. M. Rothgeb 

General Business Manager 
North Carolina Hospitals 
Board of Control 

Raleigh 


R. H. Sherman, Chairman 
Board of Administration 
Executive Department 
Bismarck 


SOUTH DAKOTA: 


Berta E. Baker 
State Auditor 


Bismarck 

Targie Trydahl TENNESSEE: 
State Budget Director 

Bismarck 

H. D. Defenbacher TEXAS: 


Director of Finance 
Columbus 


PENNSYLVANIA: 


SOUTH CAROLINA: 


Roger Phelps 
State Budget Director 
Oklahoma City 


George K. Aiken 

Executive Secretary to 
the Governor 

Salem 


L. J. Young 
Assistant Director 
Executive Department 
Salem 


Col. Wm. C. Ryan 
Supervisor of Institutions 
Salem 


Edward B. Logan 
Budget Secretary 
Governor's Office 
Harrisburg 


E. P. Ervin, Comptroller 
Department of Welfare 
Harrisburg 


Edward P. Conaty, Chief 
Division of Research 
Department of Finance 
Providence 


Coyt Ham, M.D. 
Superintendent 

South Carolina State Hospital 
Columbia 


T. F. Stevenson, Treasurer 
South Carolina State Hospital 
Columbia 


B. O. Whitten, M.D. 
Superintendent 

State Training School 
Clinton 


C. J. Dalthorp 
Secretary of Finance 
Pierre 


Stanley J. White, Director 
Department of the Budget 
Nashville 


Hall H. Logan, Chairman 
State Board of Control 
Austin 
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TEXAS: 


UTAH: 


VERMONT: 


VIRGINIA: 


WASHINGTON: 


W. C. Cason 

Chief Accountant 

State Board of Control 
Austin 


T. J. Midgley 
State Budget Director 
Salt Lake City 


Andrew Jensen, Steward 
Utah State Hospital 


Honorable Ernest W. Gibson 


Governor of Vermont 
Montpelier 


J. H. Bradford, Director 


Division of the Budget WISCONSIN: 
Executive Department 

Richmond 

J. J. Pachot WYOMING: 


State Director of Budget 
Olympia 


WEST VIRGINIA: 


C. W. Yoakum 
Assistant Director of Budget 


Olympia 


D. E. Sergeant, Supervisor 
Department of 
Public Institutions 


Olympia 


Theo. N. Lause 

Assistant Supervisor 

Department of 
Public Institutions 


Olympia 


D. L. Gainer 
Director of the Budget 
Charleston 


E. C. Giessel, Director 
State Department of 

Budgets and Accounts 
Madison 


Honorable Lester C. Hunt 
Governor of Wyoming 
Cheyenne 
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eee FORMS FOR STATISTICAL REPORTING 


BUREAU OF THE BUDGET 
EXEQUTIVE OFFICE OF THE PRESIDENT 
REVISED MARCH 1945 


STATEMENT OF ON-DUTY 


(Department 
Fiscal 


FEYSIC TASS 
LOCATION © Adminis- In-Patient Staff Out- 


trative Full Time Part | Patient 
RS [paystctans|Taternes| Total [Ratio] _ Time | Staff 


Bureau of the Budget 


Executive Office of the President 
Revised April 1947 STATEMENT OF ON-DUTY 


(Department 
Fiscal 


ATTENDANTS , rage, epee & MAIDS DIETETIC SERVICE 


Bon Dieticians Total 


Page l 
PERSONNEL ---~-HOSPITAL 


or Establishment ) 


Year 


Type of Hospital 


DENTAL SERVICE GRADUATE NURSES 


In-Patient Out- | Adminis-|Teach-} = see Cat 
Dentists] Total | Ratio |Patient|trative| ing | "PPT Patient 


1-315 


' PERSONNEL--~--HOSPITAL 


or Establishment) 


Year 


| MEDICAL REHABILITATION “SOCIAL SERVICE MEDICAL 
OCCUPATIONAL PHYSIOTHERAPY | OTHER MEDICAL WORKERS TECHNICIANS 


_|__ THERAPY AIDES AIDES REHABILITATION 
Total Total 


Hulsuthve Offiss of the trosldent 
xecutive ce Oo e Frresidaen Ve 
Revised April 1947 STATEMENT OF ON-DUTY 


(Department 
Fiscal 


MEDICAL STENOGRAPHIC & CLERICAL| SPECIAL SERVICES| MISCELLANEOUS MEDICAL 
LOCATION In-Patient Out- IN-Patient Out- 


Patient Ratio |Patient 


REAU OF THE BUDGET 


eu 
EXECUTIVE OFFICE OF THE PRESIDENT BED CAPACITY AND 


Department 


Fiscal 


BEDS AVAILABLE AVERAGE DAILY PATIENT LOAD 


psychi- 
Total | General | atric 


ee 


PERSONNEL~~~~HOSPITAL 


or Establishment ) 
Year 


TOTAL MEDICAL PERSONNEL 
In-Patient Full-Time | In-Patient 0 


Ratio |Patient| Total | Ratio | Totei | Totai | Ratio | 


PATIENT LOAD ---- HOSPITAL 
“Type of Hospital 
or Establishment ) 
Year 


PATIENTS DISCHARGED DURING FISCAL YEAR : 


Average No. 
Average Number Discharged In-Patient Days Per Discharge 
Daily Neuropsy ber- feuropsy~|Tuber- 
Occupancy| General | chiatric |culosis General | chiatric |culosis| Total 


BUREAU OF THE BUDGET 
EXECUTIVE OFFICE OF THE PRESIDENT 


REVISED HAY 1983 ; COST OF 
RAW FOOD 


(Department 
Fiscal 


NUMBER OF RATIONS 
LOCATION 
Patients Employees Guests Total 


II 


HOSPITAL RATIONS 
AND SERVICE COSTS 


or Establishment ) 
Year 


COST OF FOOD CONSUMED COST OF SERVICE 
PURCHASED FOOD FARM PRODUCTS TOTAL FOOD AND HANDLING TOTAL COST 


Unit Unit Unit Unit Unit 
Cost Amount Cost Amount Cost Amount Cost Amount Cost 


(Signature) 


Lege es eae eee SRR IIIID oe eee 


Bureau of the Budget 
Executive Office of the President 
Revised April 1948 


SUMMARY 


( Department 


A B 
EXPENSE DISTRIBUTION SALARIES SUPPLIES | SUBSISTENCE 
AND SUPPLIES 
MATERTALS 


Administration 
Professional Care of Patients 


Dietetic Service 

Recreational Service 

Maintenance & Operation, Bldg, & Grounds 
Laundry Service 


Farms 
Transportation Service 


bas So ean ea 
Se cae ae 
eases 
Pee 
ie eae 
PRBS 
Total In-Patient — Items 1 to 8 as 
Meeretr 
aaa 
Moen nese 


WON KNAUF W NF 


Clothing & Accessories — Indigent Patients 
Furniture, Furnishings & Equipment 


Total: Items 1 7 il 


Maintenance & Operation, Personnel Quarters 

Research & Diagnostic Services 

Nursing Education 

Out-Patient Medical & Dental Services EE 

Capital Expenditures — eae 
Land, Buildings, Grounds, & Equipment 

Major Repairs to Structures and Replacement Pee Ge 
of Fixed Equipment 

Care of the Dead aR HY 

All Other Non-Hospitalization Expenses ieee 


Expenses ~ All Other Institutional 
Activities and Supply Depots 


Total Hospital Patient Days 


STORES INVENTORY 


Inventory 
Beginning Acquisitions Issues 
Fiscal Year 


Expendable Supplies 
Subsistence Supplies 
Non-Expendable Supplies 


Total 


State Mental Hospital 


1 


OF EXPENSES 


or Establishment 


Fiscal Year 


D P = 
PORT STG OTHER OTHER ADJUSTMENTS 
FURNISHINGS! EYPENSES | OPERATING |9- 8; & L. 
sli | OT | Ba is? [pen oe 
Gi DUS C i Se Se wee 
= Ui RSG SR Ge Wo Eas 
| a a a eee 
St Ss es ARIES Cy Sees! 
«4 a ee ee eS Gee Pi 
GES SR Re, Gene tae eee: 
 CLMSEESS! REGRESS SRE GERRI Eee RS eC eS 
“Se aR RN PRES Gn Meer 
St CRRA SPREE Bee 
2 aaa ew) GEE Ne Scr te 
2 2a’ SRY She SS Pe 
SR: Serer Bota -S 
ie A Be ess 


End of or Stores End of Year 
Fiscal Year Decrease Issued Inventory 
(a 


(Signature ) 


“Type of Hospital 


i (Title) 


1-315 


REPORT ON PERSONAL SERVICES 


PATIENT-DAYS EXPENDITURE 


NAME Per patient day 


OF 4 Amount This Total 


INSTITUTION this month to 
month date 


noe. twee MONTH .OF 


PoE RS ONN EL EM PhO YE D 


PHYSICIANS NURSES ATTENDANTS ALL OTHER GRAND TOTAL 


Budget |Number /Percent Number|/Percent| Budget |Number |} Percent Percent | Budget | Number] Percent 
of Quota 
quota 
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THE ILLINOIS DEPARTMENT OF PUBLIC WELFARE 


CASSIUS POUST, Director 


1. One state (Indiana) sets up a master menu for 
a two week period which is used for all mental in- 
stitutions. This includes a list of quantities for 
100 persons, needed to prepare these menus, daily 
market orders and recipes for many of the items 
on the menu. 


2. Another state (Texas) has a general menu pat- 
tern for state institutions to follow. Quantities and 
types of foods are listed which should be included 
in each meal so that anadequate diet is served 
daily. 


3. One state (Georgia) sends out a mimeographed 
master menu for seven days and thisis apparently 
used over a period of several months. 


4. Ten states show basic food allowance tables 
which list per capita food requirements to provide 
an adequate diet for patients. These were set up 
in various ways, either fora quarter or for one 
day, but there was considerable similarity in am- 
ounts listed. A minimun serving of four ounces of 
meat per patient per day was shown. The minimum 
daily serving of milk was 7 ounces, with 24 ounces 
per day as the maximum. 


5. In almost all of the menus a low cost diet was 


used for patients, while employees received either 
a moderate or high cost menu. 


6. In three states extra food was listed onthe menu 
for working details of patients. This was usually 
only one item, such as meat, eggs, fruit or pota- 
toes. One institution listed daily lunches sent to 
field workers. Nourishments were listed on two 
sets of menus, but not in detail. 


7. A special menu for infirmary patients was writ- 
ten in three states. This included more easily di- 
gested foods and extra protein foods. One of the 
general menus included soup each day for senile 
patients. 


8. It is often necessary to serve a special item 
requiring more preparationto only half the patients 
at one time. In one state, pancakes were served to 
men patients one morning and women patients the 
next, while in another state roast meats and ice 
cream were served to only half of the patients at 
a time. 


9. Two states wrote special menus for tuberculosis 
patients, and one institution listed specialitems on 
the general menu for these patients, 


THE ILLINOIS DEPARTMENT OF PUBLIC HEALTH 


ROLAND R. CROSS, M. D., Director 


Diet schedules indicating the menu plan for State 
Mental Hospitals were received from 18 states. 
The material received consisted of the per capita 
food requirement on a quarterly or daily basis, 
sample menus for one week or more or both, the 
basic ration chart and menus. In each case, the 
nutritional adequacy was analyzed and the results 
tabulated. See table on opposite page. Suchan 
analysis was difficult due to the fact that portion 
sizes are not indicated on the menus. Standard 
portions were used and minimum amounts of fat 
were included so that the total calories charted 
may be low. 


Basic Rations indicating the per capita food re- 
quirement were received from 9 states. It was 
impossible to complete the calculations in three 
instances due to the fact that the amount of money 
allowed for fruit was indicated rather than the 
pounds or ounces allowed. The analysis shows 
that the six basic rations calculated were nutrit- 
ionally adequate in all respects with the exception 
of calcium in two instances. In these two cases it 
is entirely possible that there was a misinterpre- 
tation of the material submitted. 


Sample menus from 12 states were evaluated. The 
results are indicated onthe table and are summar- 


ized as follows: 


Adequate Questionable Low 
Calories 
Protein 
Calcium 

Iron 

Vitamin A 
Ascorbic Acid 
Thiamine 
Riboflavin 
Niacin 


— — 


— 
—— Oh POF OC N 


WOoONNrrOoowW 
COrmnnwanreWN «I 


Since the sample menu may not give atrue picture 
of the situation, all menus submitted were checked 
for the basic daily requirements with the following 
results: 


Arkansas: The small amount of meat allowed in 
all menus accounts for the deficiency in thiamin 
and niacin indicated on the chart. The absence of 
raw vegetables and citrus fruits accounts for the 
inadequate supply of ascorbic acid and affects the 
Vitamin A content of the diet. No eggs were listed 
except for outside workers. No butter, oleo or 
other fats were indicated. 


State Mental Hospital x 


NUTRITIONAL ANALYSIS OF STATE MENTAL HOSPITAL DIETS 


Calories] Protein 
STATE 
(gm.) 
60 


NRC 
. 2100 
R 
equirements -2500 


Phospho- Vitamin| Ascor- 
rous 


(gm.) 


ILLINOIS 
Basic Ration 
Daily Menu 


ARKANSAS 
Daily Menu 


Daily Menu * 


CONNECTICUT 
Basic Ration 
Daily Menu 


MISSISSIPPI 
Daily Menu f 


Daily Menu § 


GEORGIA 
Basic Ration 
Daily Menu 


WASHINGTON 
Basic Ration 
Daily Menu 9 


SOUTH DAKOTA 
Basic Ration 
Daily Menu * 


NEW JERSEY 
Basic Ration 
Daily Menu 


NEW MEXICO 
Basic Ration 
Daily Menu 


MINNESOTA 
Basic Ration 
Daily Menu 


MARYLAND 
Basic Ration 
Daily Menu 


INDIANA 
Basic Ration 
Daily Menu 


| PENNSYLVANIA 
i Basic Ration 
| Daily Menu 


TEXAS 
Basic Ration 
Daily Menu 


13,254 
9,080 


CALIFORNIA 
Basic Ration 
Daily Menu 


Massachusetts, New York, and Rhode Island not included because rationed amounts of some items were not given. 


* for workers; ft for white; § for colored; J for boys and girls. 
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California: No menus submitted. 


Connecticut: These menus are most probably ad- 
equate although the sample menu indicates insuf- 
ficient calories, thiamine and niacin. It wasimpos- 
sible to tell the exact amount of milk and fats al- 
lowed and whether or not whole grain cereals or 
enriched cereal products areincluded daily. Also, 
eggs were included only twice in one week, 


Georgia: These menus are inadequate in all re- 
spects although the basic ration chart is adequate. 
No milk, raw vegetables, citrus fruit, whole grain 
or enriched cereal, butter or oleomargarine are 
listed. Eggs are included only once in one week. 


Illinois: No menus submitted. Basic ration chart 
adequate. 
Indiana: Here again, the calories chartedare pro- 


bably lower than actually as the amount of butter 
and other fats included is notindicated on the 
menus. The amount of milk included may also be 
more than the amount charted. This would affect 
the totals in respect to Vitamin A, thiamine and 
niacin. 


Maryland: No raw vegetables are indicated on 
these menus. Citrus fruit is served twice a week. 
This accounts for the insufficiency of ascorbic acid 
and probably Vitamin A and niacin, 
Massachusetts: No menus submitted. 

Minnesota: No raw vegetables are included in 
these menus. No citrus fruits and no eggs served 
as such. The sample menu shows an insufficient 
amount of Vitamin A, ascorbic acid, thiamine and 
niacin. 


Mississippi: Only two days’ menus were submit- 
ted so that they may not be indicative of all menus. 


These menus are deficient nutritionally. Meat is 
not included daily, raw vegetables are not always > 
included and no citrus fruit is indicated. More in- 
formation is needed for a true analysis. 


New Jersey: In the sample menu the Vitamin A is 
high because liver loaf is on this menu and the 
ascorbic acid is somewhat low because no citrus 
fruit, tomatoes or other food having an appreciable 
amount of ascorbicacid is included. The majority 
of these menus are most probably nutritionally 
adequate. 


New Mexico: The sample menu is nutritionally 
inadequate but the remainder of the menus appear 
to be somewhat better. Citrus fruit is included 
only twice in one week, no eggs are indicated and 
no butter or oleomargarine listed. Therefore, the 
adequacy of all menus is questionable. 


New York: No menus submitted. 


Pennsylvania: No menus submitted. 


Rhode Island: No menus submitted. 


South Dakota: In these menus no raw vegetables, 
no citrus fruits and no eggs (with the exception of 
those used in cooking) are included. The sample 
menu is low in Vitamin A, ascorbic acidand niacin. 
This is apparently typical. The calories are most 
probably higher than charted. 


Texas: Niacin is somewhat low inthe sample 
menu. This may not be typical. The ascorbic acid 
is questionable because nocitrus fruitis indicated. 
The sweet potatoes inthe sample menu accounts 
for the adequate amount charted. 


Washington: In the sample menu niacin is some- 
what low butin general these menus are apparently 
adequate in all respects. 


THE UNIVERSITY OF ILLINOIS 
DEPARTMENT OF HOME ECONOMICS 


E. EVELYN SMITH, Associate Professor of Institution Management 


A study of the menus submitted shows wide 
variation in type, adequacy and equality of meals 
being served in tax-supported institutions through- 
out the country. It would indicate the need for a 
more uniform method of determining the budget or 
for a wiser use of money now appropriated. A plan 
for determining the per capita cost of a minimum 
adequate dietary based upon the standards as set 
up by the National Research Council would seem 
to be a good one, providing activity, age, season 
and general marketing conditions are considered 
in determining this per capita cost. 

Any tax-supported institution exists for the 
patients or inmates, and the staff and employees 
or resident group are there tocare for them. It 


is obvious, then, that any method of computing 
budget shouldinsure atleast an adequate minimum 
diet for this main group. If it is necessary to in- 
crease the quality or quantity of the menus served 
to the staffs, it should not be done at the expense 
of the patient’s or inmate's diet. 


The best method of accomplishing this is to 
serve ‘‘patient-or inmate-centered menus’’, or a 
menu, which with minor adjustment mainly in 
quantity, will meet the nutritive requirement of all | 
groups in the institution and which can easily be 
costed on a per capita basis. 

If, for any reason, this same menu cannot be 
servedto all groups, amenu pattern for each group 
should be set up andthe amount over the minimum 
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basic allowance determined and the per capita cost 
be established in the budget. 

Either of these methods, if checked often, would 
seem to give a true picture of what is actually be- 
ing served to each group. It would avoid what was 
foundin one of the menu studies, when the patients 
had no eggs and almost no meat during the week, 
while the staff hadeggs five times a week and meat 
twice daily. 

A minimum adequate dietary is one thatis need- 


edby all human beings, no matter what their status, 
and all budgets should insure the serving of it to 
all groups in every institution. If allowances can 
be increased for certain resident groups, the bud- 
get should be made accordingly. 

Insofar as the budget plan of basing costs on 
specific daily rations insures a reasonable costing 
of an adequate diet to patients, inmates, and the 
resident group, it would seem to be a good plan 
and should produce more uniform results. 


IOWA STATE COLLEGE 
HOME ECONOMICS DIVISION 


MARJORIE M. McKINLEY, Assistant Professor of Institution Management 


After reviewing the California and Rhode 
Island reports on food requirements and cost of 
rations the following observations and suggestions 
seem pertinent. The reviewer is not intimately 
familiar with the problem of food budgeting in 
state mental hospitals. The opinion expressed 
here is based on readings in that field and on ex- 
perience in other types of food service. 


1. When food costs are estimated on the 
basis of a daily ration, difference in the nutri- 
tional needs of the different groups served should 
be recognized and rations established for the 
different groups which will provide anadequate 
diet for each group. 


2. It would be desirable if the groups needing 
different rations could be standardized. To 
establish standardized divisions of groups served 
would require the consideration of many institu- 
tions. In the reports from two states those served 
were grouped differently: 


California Rhode Island 
General Patients Adults 

Hospital T.B. Active Men 
Working Patients Aged Men 
Feebleminded Children 1 to 12 
Employees Children 12 to 16 


Boys 12 to 16 
Employees 


Certainly, the cost of employees’ meals should be 
separated from patients’ meals. Would it not be 
advisable, if possible, to further subdivide the ra- 
tion for employees into ‘‘staff’’ and ‘‘other 
employees.” 


3. As has been done in the California report, 
it would seem advisable to showthe current price. 
The addition of a column for unit of purchase ad- 
jacent to the unit price may be desirable. 


4. As has been done in the California report, 
listing the quantity of the ration as well as the 


price would seem desirable. This com parison 
would make for ease of determining whether a re- 
vision of the estimated cost was due to a fluctua- 
tion in price or a change in the basic ration. 


5. Certainly it is desirable to distribute the 
estimated foodcosts according to food groups, and 
it is to be preferred if this grouping can be given 
in some detailas is given in the California report. 
Some breakdown of the meat group is probably 
desirable. In institutions it would seem advisable 
to have leafy green and yellow vegetables asa 
separate group. Somewhat different food groups 
than are given in either the Rhode Island or Cali- 
fornia reports are sometimes used. See examples 
in reference 7. 


6. The diet materials received from the 
states evidence a recognition of the need to stand- 
ardize procedures and records in state institutions. 
It is not practical, of course, to compare food cost 
figures if methods of accounting are not stand- 
ardized. Two questions whicharisein this connec- 
tion are: 

a. How are the food commodities produced on 
the institution's farm priced? In establishing the 
price is any consideration given to quality of the 
food? 


b. How are government commodities received 
by the institution recorded? 


A recordof operations should be maintained which 
makes it possible to compare the actual quarterly 
rations and amounts spent, classified according to 
groups served and food groups, with the estimated 
ration and cost. Maintenance of such records is 
dependent on providing adequate clerical assist- 
ance for the person in charge of the food service. 


7. A suggested addition tothe California 
report would be a breakdown of the total to show 
the estimated cost per person per day. 


8. Although the amount purchased of the 
different food groups is some indication of the 
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adequacy of diets, itis always important to re- 
emphasize that the adequacy of one's diet is 
dependent on the food he consumed rather than 
the food that was purchased for him to consume. 
That is to say, losses due to preparation waste, 
overcooking, holding of food for long periods, and 
plate waste must all be considered. Only by 
efficient management of the food service depart- 
ment can such losses be minimized. If the food 
servedis not well preparedandattractively served 
it may often be rejected. 


9. It would seem advisable, as has been done 
in the California report, to estimate cost of rations 
on a quarterly, rather than a yearly basis. 
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